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An Address 
. ON 
SoH oRTHOPAEDTC OUTLOOK 
| MILITARY SURGERY,* - 
gs BY 


CotoneL Sir ROBERT JONES, C.B., Ca.M., 


NSPECTOR OF MILITARY ORTHOPAEDICS, ARMY MEDICAL SERVICE. 


IN 


ue subject of this address is sufficiently comprehensive to 
fill a large volume, and I can only touch, and that very 
Jightly, upon certain problems of interest. I shall, how- 
ever, try to explain the orthopaedic mind in its dealings 
th surgical problems, and refrain from any discussion of 
the more abstruse principles. 
A knowledge of the best way to correct deformities and 
“restore function should involve a knowledge of preventive 
methods. The pathetic side of an orthopaedic centre is 
the collection of physical disabilities which should never 
have been. The inspiring fact is that ih our experience 
rhardly a case is found to whom we cannot offer help. In 
‘the early stages of the war we dealt exclusively with cor- 
Srective orthopaedics. Now that we have convoys sent 
directly over to us we are becoming more and more 
profitably engaged on the preventive side. : 
_ One point which has impressed all who are secing end 
Fresults is the necessity that we should work in much 
closer association with surgeons abroad than we do at 
‘present. In this way we could approach problems from 
‘their point of view, and they would learn also of the later 
‘phases of their cases. It would strengthen judgement on 
th sides, and clarify and standardize treatment. Con- 
Psultants on both ‘sides of ‘the Channel would find it a 
‘welcome relief to share each others’ burdens. Such 
important questions as the primary excision of joints and 
fractures of the femur, and many others, require the 
closest consideration which can best be made productive 
"by such co-operation. _ aaa 
© From its original meaning the term “ orthopaedic” would 
* seem to have little application to military surgery. We 
‘know, however, that orthopaedic surgery in civil practice 
"has Jong ago. burst_ the bonds of its etymology. It has 
enlarged its borders chiefly-in- two directions—the opera- 
tive and the educational..-The aim of the orthopaedic 
| surgeon is to restore functional use to disabled limbs. He 
' has not merely to correct a distorted limb, but to help it to 
‘perform its function. A straight limb may be ineffective 
enctionally, while a crooked one, under appropriate after- 
care, may be made extremely useful. _ . 
Orthopaedic surgery has enlarged its borders. on the 
erative’ side by reason of the advances made in patho- 
ogical, anatomical, and physiological knowledge, which 
have’ rendered it possible to perform operations leading 
o the. restoration of physical function which, years ago, 
could not .be considered. It has enlarged its borders in 
‘the educational direction by taking advantage of modern 
ethods of restoring the function of the locomotor system 
by clectrotherapy, massage, and wisely directed voluntary 
xercise.. There is no definite operation which is essentially 
rthopaedic; there is no special appliance or apparatus 
| which is the peculiar mark of the orthopaedic surgeon. A 
> surgcon is judged good or bad from the orthopaedic stand- 
© point by the results of his efforts to correct physical dis- 
| ability.. Orthopaedic surgery is based on, and consists of, 
> the recognition and practice of definite principles of treat- 
“ment—whether operative, manipulative, or educational— 
" which lead to the restoration of function in deformed or 
‘disabled limbs or muscles. ; : 
© The orthopaedic mind thinks in terms of function. It 
Phas to deal with a pre-operative and a post-operative 
"stage. ‘The operative stage, although it may be essential, 
"has only its proportionate value. For this reason, ortho- 
» paedic operations which are necessary preliminaries to 
‘re-education of function include the correction of gross 
‘eformitics, the reconstruction of joints, grafting opera- 
‘tions on boncs, muscles, and tendons, and the repair of 
jured nerves. ‘They include the maintenance of. joints 
d limbs in proper position,.ia order that injured tissues 
"may recover functional efficiency.. This- is preventive, 
| They involve also the correction of faulty positions of 
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joints by manipulations most carefully conducted by sp!int 
or by graduated support. They should also include the 
prevention of those pathological displacements of joints 
which are found too often in our wards. 

It behoves surgeons generally to expand their knowledge 
of the principles which guide us in orthopaedics, in order 
to lessen the necessity, or shorten the period of disability. 
The early wound treatment would include certain methods 
which involve an efficient fixation of the limb in the 
position best suited for usefulness: 

In these days: of operative exploits it is not easy to fiad 
the mind which will: be sufficiently patient to. undergo a 
training in the slow methods involved in this special kind 
of work. .I deplore the loss of a number of young. men 
who have failed to resist the lure of the abdomen, and.who 
are now hopelessly lost in that productive cavity. . They 
are badly wanted, but, very difficult to deliver. ~ ... -» 

The orthopaedic surgeon must be tenacious, hopefal, 
enthusiastic, and very, very paticnt ; or he fails, to supply 
that psychological element which inspires his patient 
through the months of weary waiting so often needed 
before any results of treatment are apparent. ~~ 

The conditions which, taken together, create an ‘ortho- 
paedic case may be classed roughly under thé following 
wma er aT eae 

1. The mechanical injury to bone, joint, muscle, or nerve. 

2. The atrophy and disease of these structures “primarily due 
to-the injursi<*.---~> +: = iets cee rs 

3. Inco-ordination of movement due to disease of the’ brain— 
a result of atrophy;ané disease-of peripheral-stractures. 

4. Psychological conditions which can be overcome by re- 
educational processes. _ - ~ wit PE ia ‘a 

The fact that about 50 per cent. of -the wounded of this 
war have received injuries resultirg in impairment of 
locomotor function and usefulness of limbs has bronght 
fhe importance of orthopaedic principles and methods of’ 

reatment into a prominence which no one had foreseen. 

The number of wounded men is so great that they form 
an economic problem, not orily for the present but for the 
future. The problem for the present is how most rapidly 
to make the wounded man fit for military service; or, 
failing fitness for military service, how are we to make 
him become an independent self-supporting citizen and 
not a crippled dependant? The problem of the fature is 
how the partially disabled man is to be kept as fit as possible 
iafter he has left the army. This last problem is for the 
‘Ministry of Pensions to solve, and a -more momentous 
problem, fraught with so may possibilities of success or 
failure, has rarely existed. There should be no gap-in 
continuity of treatment when the soldier leaves the army. 
and becomes the care of the Pensions Ministry. 


HOSPITALS AND ACCOMMODATION. 

Tn the early stages of the war the sudden influx of large 
numbers of wounded men demanded a sudden expansion 
of hospital accommodation. At this time also the tetfrible 
sepsis of wounds from the battlefields of. France presented 
a difficulty for which surgeons had not been prepared=by 
previous experience. ‘The severe septic injuries from 
which the men were suffering took a long time to™heal, 
and. the wounded from other big battles began to crowd 
into this country faster than the hospitals could be élearéd 
by the normal discharge of patients fully cured of ‘their 
disabilities. Whe 

The pressure on accommodation was such that from time 
to time various orders were issued for the discharge from 
the army of men who would not be fit for active service 
within a specified number of months. The result of ‘this 
was that men were discharged from the army and from 
hospital as soon as their wounds were healed and their 
general condition allowed them to leave, but they were not 
cured of their physical disabilities. Consequently, the 
civilian population was. steadily becoming more and more 
burdened with wounded men not fit to earn their ‘living, 
and not likely to become fit until they had some further 
surgical treatment. - 

This was a state of affairs which presented grave 
dangers from the economic standpoint. As the end of the 
war began to seem more remote than at first thought 
probable, ‘it became clear*that this hasty discharge of 
‘wounded'men must cease—not only from the point of ,view 


-| ‘of national economy, but alsa from tho point of view of 


military conservation of man power. There was no- 
Pensions Ministry at this time to supplement treatment, 
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and the Statutory Committee never found its legs, so the 


responsibility again fell upon the shoulders of the War 
OF ce -and room had to be found for the readmission 
of tuese discharged men. They included cases of mal- 
united fractures, which required operative treatment; un- 
united fractures, many of which required bone grafting; 
old cases of nerve injuries requiring suture, and innumer- 
able cases of stiff fingers, ankylosed joints, and con- 
tractures due to scars following septic wounds. 

It was at this stage that Sir Alfred Keogh instructed me 
to start the first orthopaedic centre in Liverpool, with a 
view of concentrating under one roof a staff trained in 
orthopaedic principles and an equipment which could 
provide for all the stages of treatment necessary for the 
restoration of function. This enabled other hospitals to 
evacuate some of their worst and more tedious cases, and 
make room for more recent ones. We started in Liver- 
pool with 250 beds, and we have now sixteen centres in 
the. British Isles containing close upon 15,000 of our 
wounded. Of the men treated in these centres 75 per 
cent. have been returned to the army. 


What is AN OrtTHopAEDIC CENTRE ? 

“An orthopaedic centre consists of : 

1. A staff of surgeons who have had previous experience 
of the detail of orthopaedic work, both operative, nianipu- 
lative, and educational. They plan the complete course of 
treatment. 

2. Men with experience in operative surgery who, though 
wot specializing-in the work, are interested iu it, and only 
necd experience to fit them to take charge of wards in new 
centres as they arc formed. We are always glad to hear of 
such men, 

3. Still younger men who will ultimately go abroad. 
FE caunot too strongly state the advantages which ortho- 
paedic ceritres offer for the training of young men about to 
léave our sliores. These centres might be made much 
more educational than at present with the greatest benefit 
to all concerned. 

4. The hospital further consists of a series of auxiliary 
departments, each under a medical man who has expe- 
rience of the particular methods of the treatment he 
slivects. ‘These departments are the electric, the massage, 
po hydrological, the gymnastic, and the curative work- 
shops. 

The successful working of an orthopaedic centre de- 
pends upon the coherent association of all departments in 
carrying out the plan of campaign mapped out by the 
surgeon when he sces the case. 


Workshops. 

_ Workshops have proved of considerable value in ortho- 
paedic centres. They act directly and indirectly on the 
welfare and recovery of the patient. They act directly 
as a curative agent when the work done gives exercise 
to the injured limb, and can therefore be employed as 
agents in restoring co-ordinate movements. Equally 
valuable is the indirect effect of being put to useful 
work. 

Discipline, however, was for long a difficulty. In ortho- 
pacdic hospitals a very large number of men can get about, 
and concerts, card-playing, and smoking soon cease to 
be interesting occupations for a man who is well in health 
except for a twisted hand, a disabled shoulder, or other 
disability. Some occupation was necessary, and the only 
one which presented itself was breaking rules and the 
mild excitement of coming before the commanding officer 
and the joy of having a grievance to grumble about. It 
is in this connexion that the curative workshop comes 
most actively into play. 

Workshops are being instituted in every centre as part 
of the psycho-therapeutic treatment as well as for the 
purpose of re-educating injured limbs. Splint shops exist 
for making all the splints required by the hospital, car- 
perters’ shops for making things needed in the hospitals, 
such as gymnastic plant, racks for x-ray negatives, and all 
the endless repairs and alterations required in a big and 
growing institution. Boot shops are required for making 
special boots and repairing those that are worn out, and 
electrical fitting shops for, making and repairing apparatus 
yequired in the electrical department as well as keeping 
the ordinary light installation in order. To these manual 
- occupations are added others, such as clerk orderlies 








‘to the medical officers to help in keeping records of cases, 
‘the proper filing of w«-ray photographs, and so forth, 


In all this a point of great. psychological value is that 
the- work-is- productive and useful, it is work that hag 
to be done by somebody, and the wounded man feels that 
if he does it at all it is worth doing well. 

In prescribing curative work in the workshops—that is, 
work directly exercising the disabled limb—care has to be 
taken not to fatigue it and so impede recovery. At first 
every mau was told to use his injured limb, but once the 


fact was recognized that over-fatigue might result and. 


that the indirect use of the limb was giving better results, 
the workshop became more curative. In such cases the 
necessary amount of exercise of the disabled limb is carried 
out daily in one of the special departments, and later in the 
gymnasium, 

-In all these arrangements for employing a patient the 
value of his work as a producer is secondary. The 
important point is that the work shall be curative of his 
physical disability, and especially keep him from becoming 
an incurable idler. 

For the initiation and equipment of all these shops and 
departments we are deeply indebted. to King Manuel, 
while the generous help of the British Red Cross Society 
has been of inestimable value. Means of getting to work 
quickly were promptly forthcoming, and the suceess of the 
first schemes at once ied to the supply of means for 
expansion and development. 


THE SURGICAL SIDE OF THE WORK. 

In the earlier stages the work of our orthopaedic staff 
included the rectifying of many deformities which might 
have been avoided; to-day these are becoming fewer as 
the fundamental principles of treatment of deformity are 
being carlier applied. The successful anticipation and pre- 
vention of pestilences is the most conspicuously successful 
feature of our medical services. A similar anticipation and 
prevention of deformity and disability as the result o: 
wounds has not yet been achieved, and only when it 
has will the number of cases we now call orthopaedic 
be lessened. 


Tue Cactses or Derormity. 

If the number of cripples and of cases of deformity 
is to be reduced we must cxamine into the causes of 
deformity and the difficulties which the surgeons in the 
field have to overcome. ‘Thanks to the united efforts 
of pathologists, bacteriologists, and other workers, a partial 
victory has been won over sepsis, and now that the fear 
of death from sepsis is lessened, we must turn with 
greater assiduity to the problem of saving limbs and 
preventing deformity. 

The orthopaedic problem can be divided, therefore, 
into two distinct parts—preventive orthopaedics and 
corrective orthopaedics. ‘The latter is more especially 
the department of the trained orthopaedic surgeon, and 
I shall return to it briefly later. The preventive requires 
the help of every surgeon who has to treat wounded men 
at any stage, especially the early stage. 


Gussnot Injures oF THE Femur. 

Gunshot injuries of the femur constitute, in my opinion, 
the tragedy of the war, not only by reason of the fatality 
by which they are attended, but also because of the 
deformity and shortening so often associated with them. 
Recent convoys show a marked improvement upon earlier 
ones, but much more remains to be done, and the question 
is very urgent. From abroad I have received bitter com- 
plaints of the want of continuity of treatment in this 
country; and, from our experience here, we are forced 
to the conclusion that while cases arrive from certain 
hospitals abroad most admirably fixed, they arrive from 
other places leaving much to be desired. 

The question of fractures of the femur is essentially one 
of preventive orthopaedics, Our centres are constantly 
dealing with deformities following this injury. Many 
cases come with four or five inches of shortening and with 
every varicty of deflection. Is there no way in which the 
better results could be multiplied, and the bad results 
avoided? I venture very respectfully to suggest that 
there is. It may involve difficulties in administration, but 
they should easily be overcome. From all one hears, the 
present mortality is far too high, and every effort should 
be made to standardize :he iveatment of fractures of the 
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femur on the most efficient plan. The remedy: consists of 
leaving these fractures in the hands of specially trained 
men, who should be retained for this work only. They 
should proceed in association on a common plan. This is 
more than ever necessary now that it has been decided to 
retain these fractures in I’rance. 

Now what is the plan? First and foremost, the coa- 
centration of all fractured femurs in special fracture hos- 
pitals at the base. I would suggest that a large hospital 
should be reserved for these cases’ at each base. Each 
hospital should be staffed by well-trained surgeons with 
mechanical aptitude, desirous of devoting themselves to 
this special work for the term of their service. ‘They 
should have security of tenure for two reasons. In the 
first place, more responsible or urgent work could not be 
found for any surgeon, and, in the second place, experience 
ju the fracture service would constantly increase the 
rapidity and efficiency of their work. They should have 
selected nurses and orderlies to help them in team work, 
and they also should be protected from the danger of 
frequent changes. These fracture hospitals should be 
visited by an inspector of fractures acting in conjunction 
with the consulting surgeons of the various districts. Ne 
case should be evacuated in opposition to his instructions, 
and he should have a deciding voice in the selection or 
removal of any member of the surgical staff. 

One or more of these hospitals should be chosen as an 
educational centre, aud ail young surgeons who can be 
spared from time to time should undergo training tiicre. 
Certain nurses and orderlies should also be trained, and in 
this way teams prepared to do rapid and efficient work at 
the casualty clearing stations. oF? 

At present, fractures of the femur are found distributed 
in various hospitals—many in tents. Under these con- 
ditions continuity of treatment is impossible. Like an 
orthopaedic centre, a fracture hospital needs a thorough 
equipment. Surgeons, however able and conscicnticus, 
cannot do justice to a fracture of the femur when short of 
equipment and located in a tent. Even surgeons of very 
special experience, and they are few, are rendered com. 
paratively impotent in these conditions. If these sugges- 
tions are followed, tie saving in personnel would be very 
appreciable, for the work would be organized. A trained 
surgeon, an orderly, and a sister would do more rapid and 
efficient work as a team than half a dozen most excellent 
surgeons who do not possess this special experience. The 
training school could in an incredibly short time supply 
regimental aid posts and casualty clearing stations with 


‘toams of surgeons and orderlies taught to fix these fractures 


efficiently and with astonishing rapidity.“ 
Two fundamental principles must be sacrcdly adhered 
to: ; 
1, Efficient fixation in correct alignment at the earlicst 
possible moment. 
2. Continuity of treatment. 


Death, when it occurs early, is usually duc to shock, the 
result of direct injury, the shock being often increased by 
exposure and the movement of injured tissues during 
transport. Fixation, therefore, should not be delayed a 
moment. For the purpose of rapid, simple, and efficient 
fixation there is no splint to compare with a Thomas. 
I learn that in many divisions these splints. have now been 
supplied to the regimental aid. posts. They should. be 
supplied to all. These splints can be rapidly applied over 
the trousers and extension made by a pull on the boot. 
Twenty or thirty cases can be dealt with in an hour by a 
trained team of orderlies; I allude, of course, merely to 
the mechanical fixation of the fracture. 

The wound is next thoroughly overhauled in the 
casualty clearing station. _When this can be done with 
the limb well extended in the splint it is an advantage. 
This extension of the limb undoes all kinks and folds 
Wherein discharges may collect. When the wound is 
thoroughly dealt with, and the limb fixed for permanent 
treatment, the case is sent down tlie line wheuever it is 
safe. Experience has proved that, since such cases cannot 
be kept indefinitely at the casualty clearing stations, 
they should be sent down at the earliest possible moment 
after the recovery from shock, before sepsis has had time 
to spread and before the danger of secondary haemorrhage 











* Thave been informed since delivering this address that many of 
the suggestions I have outlined have already been adopted at the 


front. 
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has set in. Cases do best at the base hospitals when they 
are received there during the first three days. 

This secures for us the second important principle— 
continuity of treatment. ‘The teams at the regiment2l 
aid posts, the casualty clearing stations and ‘the base 
hospitals will have a common understanding, and na 
unnecessary change of methods is likely to occur. 

llow are we at home to continue the work in its final 
stage? An Army Council instruction has been issued 
directing that all fractures of the femur which come to 
this country shall be sent to orthopaedic centres, and in 
case these centres are full, to specially selected hospitals. 
If this instruction is faithfully obeyed our results will be 
enormously improved. Certain cases, however, continue 
to gravitate elsewhere. When this happens. I would ask 
surgcons to remeinber that, after gunshot fractures of the 
femur, the bones remain soft for several months after so- 
called union has taken place. This means that body 
weight on the unsupported femur will make it yield. 
Cases are now coming from France beautifully fitted with 
caliper splints which should be worn for many weeks. 
Some of these have been prematurely removed and bowing 
of the femur has resulted. Gunshot fractures of bones 
take a considerably longer time to harden than we have 
been accustomed to in civilian practice. 

Both at home and abroad the defects of treatment run 
on similar lines—namely, inefficient reduction, fixation and 
extension. These defects will be mostly overcome by 
segregation and a carefully selected personnel, The 
orthopaedic centres with their equipment offer very 
suitable facilities, but as the numbers of these cases in- 
crease other general hospitals should be selected and 
supplied with whatever equipment is needed. Now that 
fractures ave being retained abroad until they can safely 
travel, the railway journey on this side need not be con- 
sidered. We must never forget the difficulties our surgeons 
abroad have to contend with, and that they have shown 
greater initiative and progress than we have at home. 
If opportunities could be extended enabling young sur- 
geous cng:ged in this work in France and England to 
exchange visits, it would prove of great educational value. 


Guxsnor Fracturgs oF OTHER Bones. 

What hes been said about fracture of the femur is true 
of fractures of other bones of the limbs. The danger te 
life is less, but. the frequency of deformity is as great. 
There arc one or two types of deformity which recur so 
constantly that some mention should be made of them. 

In the lower limb, fractures of the bones of the leg are 
too often associated with a backward sagging at the site of 
fracture, duc to iacflicient support ; or they present a valgus 
deformity at the scat of fracture, which is a very serious 
fault, for the body weight is deflected on to the inner side 
of the foot, thus producing the more serious disabilities 
associated with aggravated flat-foot. A bow-leg is a strong 
leg even if it is ugly, while a valgus leg is both weak and 
ugly. 

PES or dclayed union, is far too commonly met 
with in fractures of the humerus. his is most frequent 
when the fracture is through the middle third. Two factors 
are mainly responsible for this—-over-extension and in- 
efficient fixation. If, for purposes of drainage and fixation, 
extension is used, it should never be excessive or prolonged ; 
it is an easy matter to separate the fractured ends of the 
humerus by an inch or more if traction is severe. The 
other factor is inefficient fixation. Whatever splint. is 
used, it should enable the dressing to be applied without 
disturbance of the fragments, and it should permit flexion 
of the elbow to considerably above the right angle. The 
prevailing deformity in fractures of the lower end of the 
humerus is a backward thrust of the elbow. This is best 
governed by ficxing the elbow sufficiently. Fractures 
through the elbow-joint, in view of ankylosis, should .be 
treated at right angles. It is in this fracture specially that 
care should be taken to keep the forearm about three- 
fourths supinated, for a pronated hand with ankylosed 
elbow is tragic. 

In this connexion I may draw attention to two serious. 
dangers in compound fractures of the forearm. One is 
vicious union between the two bones, and the other is 
sagging or convexity to the ulnar side.. Both lead to im- 
pairmeut of pronation and supination. To prevent these 
deformities we should first make sure that the ulua is in 
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line, and then secure supination. Any theories we may 


hold in regard. to the action of the pronator radii teres may. 


be discarded, for pronation of the forearm is a direct 
iuvitation to cross union. It is a sound rule in all fractures 
of the upper limb to see that the ~alm is towards the face 
when the elbow is flexed. 


Gunsnot Inuvries or Jornts. 

The results of primary. excision of joints are filtering 
into the orthopaedic centres. I am not in the position to 
criticize the value of this procedure, but surgeons abroad 
should know that the functional results ave very bad. 
Flail knees, flail elbows, flail shoulders—many of them 
suppurating—are constantly in evidence. They present a 
serious problem to the surgeon. We have been able to 
ankylose many of the elbows with good functional result. 
This is true to a lesser extent in the case of knees and 
shoulders. Some of the excisions of the knees well above 
the condyles and below the tuberosities leave very little 
in the way of bearing surface to work upon. Indeed, in 
those cases amputation is often justified. We must 
at once admit that any surgical procedure is welcomed 
which will save an amputation, and this is especially 
true of the arm. The artificial arm is a miserable 
substitute for a living one, however maimed, and to 
amputate an arm should be almost the heaviest responsi- 
bility a surgeon can assume. Primary exsections of joints 
or muscles are infinitely to be preferred to a loss of limb; 
but is amputation always, or often, the alternative? On 
that point we would like an authoritative pronouncement 
by the consultants abroad. If the conditions admit, it is 
obvious that the greatest conservatism in the treatment 
of joints should be practised, and, with the growing 
ascendancy which our surgeons abroad are gaining over 
sepsis, [ cannot but think that routine excisions should be, 
and doubtless are, discouraged. <A procedure which may 
have an exceptional value should be hedged by clearly 
detined instructions and limitations. Perhaps such in- 
stractions already exist. Do these excisions save life 
and limb? Is there not some way of so improving the 
fixation and drainage of these injuries that Iess drastic 
measures will suffice ? ; 

We constantly receive from certain sectors gunshot 
injuries to joints—especially knees and shoulders—where 
immediate excision of the wound (not the joint) has been 
practised. The results are often surprisingly good. At 
one hospital we had at one time five such cases of gunshot 
injuries through the knee, and in three of them a perfectly 
functioning joint resulted, while in both the others the 
wounds had healed without incident. If such joints had 
been subjected to primary excision, what a tragedy it 
would have been! Should these excisions be called for, 
an authoritative ruling on the matter is needed, clearly 
specifying the types that can be spared and those that 
must be sacrificed. 

From the orthopaedic standpoint, I may offer a few 
suggestions as to the after-treatment of these excisions in 
order that we may secure a fair functional result. If the 
shoulder is excised, the arm should be placed in an 
abducted position at am angle of about 50 degrees. The 
elbow should be slightly in front of the coronal plane of 
the body, so that when it is at right angles and the fore- 
arm supinated, the palm of the hand is towards the face. 
The bones should be approximated by posture at an carly 
date. If ankylosis occurs in this position, the arm can be 
lifted to a considerable height by scapular action. The arm 
should not be left hanging, as there is on the one side a 


‘ danger of a useless flail shoulder, while on the other, 


should it become ankylosed, the movement will be very 
limited. If the excision should result in a flail shoulder, 
it should be ankylosed in the position L have just 
described. 

The same principles govern our post-operative treatment 
of the elbow. Excision of the elbow-joint with complete 
removal of the condyles and of the olecranon generally 
leads to flail elbow—a most useless elbow to a working 
man.. On the other hand, an clbow ankylosed firmly at 
nearly a right angle is very serviceable. 

In treating such excisions of the elbow, I should advise 
that they should be kept extended and supimated during 
the early stages of drainage, then gradually flexed to a 
right angle, even if sinuses discharge. If the elbow is 
kept straight while a suppurating wound heals, there 
is a danger of ankylosis in cxtension. If there be no 
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suppuration the elbow can be flexed from the first. The 
worst cases, for reasons which are obvious shoulé anky- 
losis result, are those which have been kept straight with 
the forearm pronated. 

In all gunshot injuries about joints, where ankylosis is 
feared, the arm should be placed in a position most useful 
for the patient in after-life: the shoulder abducted, as 
I have already described ; the elbow at an angle of about 
70 degrees flexion from full extension; the forearm near! y 
two-thirds supinated ; the wrist in dorsiflexion, and the 
hip in slight abduction and external rotation with full 
extension; the knee in full extension; the ankle at right 
angles, and very slightly varoid. ; 


INjuRIES OF MuscLE anD NERVE, 

The importance of position becomes evident again in 
injuries of muscles and nerves. Torn muscles must not be 
allowed to become puckered by dense scars; the limb must 
be put in positions which will prevent the formation of 
undue contractures. This matter is one which calls for great 
judgement, and the surgeon should at the earliest stage 
encourage voluntary action of the muscle—not necessarily 
movement of the limb. No muscle will move voluntarily 
while the seat of an acute injury; so soon, however, as the 
injury is healed, the muscle can make movements, pro- 
vided it is not heavily loaded. This is one of the important 
factors in re-education methods. 

The surgeon has, therefore, to watch whether in the 
injured muscle contracture or overstretching is taking 
place, and act accordingly. Generally speaking, con- 
tractures occur in flexors and overstretching in extensors; 
but a hard and fast rule cannot be laid down, especially 
in positions in which gravity plays an important part. 

In recovering nerve injuries, whether after bruising 
of the nerve followed by spontaneous recovery, or after 
suture for a divided nerve, the muscles supplied by 
the nerve must be kept continuously relaxed by splint- 
ing the limb: first, because paralysed muscles are easily 
overstretched, and overstretched muscles cannot contract ; 
secondly, because relaxed muscles are more susceptible 
to returning trophic influences and are in a state to respond 
to the first feeble motor impulses that come to them 
through the recovering nerve. It is then that voluntary 
re-education can be begun. For the same reason ail 
deformities which would impede the action of the muscle 
should be corrected as a preliminary to nerve suture unless 
this subsequent correction can be easily secured without 
straining the fresh union in the nerve, 


CoRRECTIVE ORTHOPAEDIC SURGERY. 

If I have shown that the most important side of crtho- 
paedic surgery in relation to military surgery is preventive 
orthopaedics, and that preventive orthopaedic treatment 
should be consciously and definitely recognized and prac- 
tised from the moment the wounded man is first attended 
to, and then continuously thereafter, according to definite 
recognized principles, I have not entirely failed. 

The question is, How are we to establish recognised 
methods ? 

One means already in existence is within our ortho- 
paedic centres by encouraging the staffs of the various 
hospitals to meet and discuss their difficulties, their 
methods and their results, and by holding conferences at 


_ the various centres. 


The next is, that each centre should be used as an 
educational centre, open to all who wish to see the methods 
practised there. 

- Surgeons home from the front should not merely spend 
one day out of their precious leave in going to look at the 
work because they have heard it spoken of, but some 
system should be organized by which all the younger 
surgeons should be sent for a few weeks to work in these 
hospitals; first, that they may compare the results with 
their expectations when they treated similar cases in the 
first instance on the field; second, that by observing and 
assisting in the work of corrective orthopaedics they may 
learn how to practise preventive orthopaedics. It must be 
remembered that a part of corrective orthopaedics consists 
in deliberately inflicting the original injury by operation, 
and then treating the case over again. ~~ eee: 

This is especially the case in the treatment of malunited 
fractures, where the operative treatment consists in re- 
making the original fracture and then setting it in better 
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yosition. The orthopaedic surgeon has the advantage that 

e waits until the risk of recurring sepsis is practically 
absent, but he labours under the disadvantage that Scars 
and contractures have occurred as the result of the original 
sepsis, which make it difficult to get the bones into correct 

sition. 

“the treatment of stiff joints, again, presents a whole 
series of problems. In civil practice after a sprain or 
injury of a joint a few adhesions often occur which inter- 
fere with its free action, and, moreover, any movement 
which stretches these adhesions causes pain. The treat- 
ment as a rule is simple—forced manipulation to break 
‘down the little fibrous bands of adhesions. This class of 
case very rarely occurs in military surgery—so rarely that 
I would almost say a surgeon without considerable ex- 
perience of manipulative methods, when he is tempted to 
move a stiff joint after gunshot injuries, had better pause, 
reflect, and refrain. I emphasize this because I have seen 
so many cases in which joints have been forcibly moved 
with disastrous results. As an illustration, let us very 
briefly consider a series of hypothetical cases, types of 
which occur over and over again as varieties of stiff knee. 

1. First assume that a small fragment of metal has penetrated 
the front of the knee-joint, tearing the capsule and aponeurosis, 
but has been removed and the wound has healed without sup- 
puration. The movement of the joint later is limited by pain, 
ocalized to near the wound and a definite stop to movement. 
The knee is flexed under an anaesthetic and one or two 
definite snaps are felt and all is well. This is a simple case 
of a few fibrous bands about the capsule which were stopping 
movements. ee : : 

2. Next we will take a similar injury followed by effusion 
and a brief mild suppuration in the joint, relieved by cleansing 
and very temporary drainage. The movement of the knee is 
limited on attempting movement under anaesthesia; no great 
resistance is felt, but there is a soft tearing sensation. The 
experienced surgeon stops at once. He is not breaking one or 
two bands but is tearing a diffuse soft fibrosis extending all 
through the joint, and the result of his assault will be the 
formation of a more dense fibrosis. By waiting until the patho- 
logical changes are ended, movement may be restored in 
gentle stages of persuasively conducted alternate attack and 


“3. In another case a piece of shell has torn the quadriceps 
above the patella and the musole is firmly fixed down to the 
bone. If the surgeon attempts to flex the knee forcibly, he 
runs a big risk of fracturing the patella; but if he puts the 
limb on a back splint, so as to relax the quadriceps com- 
pletely so that there is no strain on the scar, and massages the 
scar, it may loosen in a few weeks and become merely a 
fibrous intersection in the muscle, and then movement of the 
knee may be commenced. _ 

4, There has been a septic fracture of the femur, and the 
quadriceps, especially the vasti, have become infiltrated first 
with toxic fluids and later by a matted fibrous tissue. Any 
attempt to stretch that by force is doomed to failure and will 
probably lead to a fracture of the patella. The best way of 
attacking such a case is to apply a splint which will allow of 
gradual flexion in stages. It may take two or three months to 
restore a range of movement of 45 degrees. With that range of 
movement the patient can walk with a little knee action and 
not merely with a stiff leg. After that, by use and help, he will 
gradually get more and more movement in the knee as the 
fibrous tissue in the muscle becomes absorbed. 

There are other types of extra-articular obstruction 
which require operative attack. This is especially the 
case in the elbow and knee. The obstruction is usually 
found in a thickened capsule very much shortened, or in 
muscular adhesions. The extended elbow may require the 
free exposure of the capsule and its division, with perhaps 
aplastic elongation of the triceps. By similar methods 
the knee may be approached. ‘The elbow or knee is then 
kept for a fortnight flexed. One rule must be strictly 
adhered to: If a stiff joint has to be moved under an 
anaesthetic, the bones above and below the joint must be 
protected. ‘U'his is especially called for where a fracture 
has existed. } : 

I have spoken of the reconstructive function of an ortho- 
paedic surgeon, and to make this attitude clear we will 
take a hypothetical case. 

A case is presented with an ankylosed shoulder, elbow, and 
wrist, with the potentialities of movement confined to the 
thumb and two adjoining fingers. The shoulder is adducted, 
the elbow extended, the wrist palmar-flexed, the muscles 
ischaemic. The question arises, Can any use be made of this 
apparently useless limb, or should it be amputated? On 
inquiry, the surgeon finds that the patient can shrug his 
shoulder—the scapular muscies are acting. The first procedure 
is to develop power in the thumb and two fingers, then to 
ankylose the wrist in dorsiflexion, and the elbow at the angle 


best suited to the patient. An osteotomy is next planned, in | 


order to vct the arm abducted. In a few weeks the scapula 
L 
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carries the humerus through a long range of movement, an: 
the patient has secured a limb much more useful than the best | 
of artificial arms. 

Time will not allow me to touch upon the interesting 
problems of scars, transplantation of bones and tendons, 
pseudarthroses, and many other allied themes. Enough 
has been said, however, to lay bare the orthopaedic mind. 
It strives for function rather than for form, but is more con- 
tent if it can secure excellence in both; it is conservative 
and constructive, but it desires to take the most direct road 
to function—be it by knife, by hand, or suasion. 

I cannot conclude without paying the highest tribute to 
the loyalty and enthusiasm of my American and British 
staffs all over the country. If I sometimes try to direct 
their thoughts, I hope I shall never hamper them in their 
endeavour to solve the fascinating problems that surround 
them. Finally, I wish to express my deep gratitude to 
my professional brethren everywhere, who have neither by 
word nor deed done aught but encourage me in my work 
and lessen my labours. Without their help and confidence 
and kindness I should, indeed, be powerless. 








ON THE SEPARATE SUTURE OF NERVES IN 
NERVE TRUNKS. 
By J. N. LANGLEY, Sc.D., F.R.S., 


PROFESSOR OF PHYSIOLOGY, CAMBRIDGE. 





THERE are a considerable number of factors whicl: deter- 
mine the degree of recovery from the effects of nerve sever- 
ance. One of these factors is the accuracy of apposition of 
the central and peripheral ends of the severed nerve fibres. 
In man, all the nerve trunks consist of bundles of nerve 
fibres ; each bundle has its own perineurial sheath, and is 
surrounded by epineurial connective tissue. The relative 
position of the nerve bundles alters gradually in their 
course in the nerve trunk. It is in the highest degree 
improbable that an exact apposition of corresponding 
bundles can be made even in a freshly cut nerve, and if a 
piece has been excised it is certain that exact apposition 
never occurs. Further, microscopic examination shows that 
after suture the nerve fibres growing out from the central 
end of any one bundle usually take a devious course, and 
run to several peripheral bundles. 

In all cases, then, in regeneration after nerve suture, the 
connexion of the central nervous system with the peripheral 
tissues will differ to a greater or less extent from the 
normal connexion. The new arrangement caused by nerve 
fibres growing out of their course is spoken of as the dis- 
tortion of the nerve pattern. The nerve pattern is dis- 
torted both on its efferent and on its afferent side. On the 
efferent side the central nerve cells which formerly in a 
limb controlled solely, say, a flexor muscle, may after re- 
generation control flexor, extensor, adductor, abductor or 
rotator muscles in varying proportion. On the afferent 
side cutaneous fibres normally giving rise to the different 
sensations of cold, heat, touch, etc., will run to muscle and 
tendon, and muscle and tendon afferent fibres will run to 
the skin. The straying of nerve fibres into others having 
a different function may possibly to some extent be 
lessened by the central fibres growing more readily into 
fibres of their own class than into fibres of a different class, 
but experiment shows that such selective direction of 
growth, if it occurs, is not sufficient to prevent nerve fibre 
of any one function growing into the peripheral end of 
a nerve fibre of any other function. Some readjustment 
of the processes in the central nervous system must, then, 
take place in order that reflex and voluntary movements 
may occur in a properly co-ordinated manner. The 
readjustment takes place fairly rapidly in the case of 
simpler movements, such as flexion and extension of 
the limb,' but finer movements are only gradually 
recovered and the sensory adjustment appears to take 
a still longer time. 

In regeneration after nerve suture there is not only 
distortion of the nerve pattern, but a varying degree of 
loss of innervation. Besides the nerve fibres which grow 
into the connective tissue surrounding the nerve -bundles 
of the trunk and surrounding the trunk itself, more or 
less considerable number grow from efferent fibres into 
afferent fibres, and from afferent fibres into efferent. 
These can make no functional connexion with the nerve 
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endings to which they are diverted. The loss will tend 
to a decrease of muscle innervation and to a reduction 
in the delicacy of sensation. It may to some extent be 
compe sated for by am increase in the number of nerve 
fibres in consequence of their division at the central end. 

There is one other abnormality which occurs in re- 
generation. It was shown by Anderson and myself, by 
Kilvington, and by Osborne and Kilvington,* that if, after 
nerve regeneration, the nerve be cut above the point of 
union, and the central end of a peripheral branch stimu- 
lated, contraction may be obtained in the muscles inner- 
ated ‘by other branches. This is duc to the single fibres 
of the central end dividing into two or more fibres which 
pass to different peripheral nerves. Such reflected actions 
occurring in branching axis cylinders I have called axon 
reflexes. Axon reflexes may be produced not only from 
muscle nerve to muscle nerve, but also from cutaneous 
nerve to muscle nerve. In a recent case in a eat* 
I obtained lively contraction both in the tibialis anticus 
and peroncus longus on stimulating the central end of the 
eutancous branch of the musculo-cutaneous nerve, the 
peroneal nerve being cut above the point of suture. The 
effect of the division of the fibres, with divergence of the 
branches, will vary according to the nature of the fibres, 
and the nerve endings, if any, which they make. Thus, 
when a muscle nerve fikre divides and makes new nerve 
endings in different muscles, a nervous impulse passing 
down it will cause contraction in both muscles; and when 
an afferent fibre capable of giving rise to sensation divides 
and niakes new nerve endings in different regions, we 
must suppose that a stimulation of cither region will give 
rise to a sensation referred to both. 

All the modifications of the original convexion of the 
nerve fibres spoken of above may be grouped together 
under the head of disturbance of nerve pattern. 

From the facts given above we may conclude that any 
procedure which reduces disturbance of nerve pattern will 
make recovery more complete, and will shorten the time 
taken in attaining that degree of recovery which is pos- 
sible in the ec’reumstances. It must be noticed that the 
time at which voluntary movements are jirst made is to a 
large extent independent of d’sturbance of nerve pattern. 
The first voluntary movement occurs a short time after 
the nerve fibres of any muscle nerve make new nerve 
endings in any muscle. Although exact apposition of the 
nerve bundles in a nerve trunk never occurs in nerve suture, 
some motor nerve fibres always have au opportunity of 
‘growing into other motor nerve fibres. Now it is obvious 
that if each peripheral nerve ran a separate course in the 
nerve trunk, and these were sutured separately, the dis- 
tortion of neive pattern would be much diminished. It 
-has, however, loug been known that in the larger nerve 
trunks the bundles exchange nerve fibres and form 
a plexus, which may be spoken of as the imternal 
nerve plexus.* It would seem, then, that in the larger 
nerve trunks no separation of the nerves for different 
muscles and for different cutancous areas is _pos- 
sible. But, on the other hand, some observers have 
mapped out the nerve bundles of the trunk of the sciatic 
into anterior tibial, musculo-cutaneous, posterior tibial, 
‘gastrocnemius, and other nerve bundlcs. If this were so, 
there would be a possibility of suturing the nerves 
separately in the scizt:c. 

In view of the facts and deductions I have given above, an 
investigation was undertaken by Dr. Hashimoto and myself 
upon the connexion of the peripheral nerves with the 
internal plexus of the sciatic in various animals. The 
results have been published in the Journal of Physiology.' 
As regards the possibility of separate suture-in man, they 
were as follows: 

The only peripheral nerves which have more than a 
short isolated course in the sciatic from the great tro- 
chanter to the popliteal space are the nerves to the ham- 
string muscles (with the nerve to the adductor maguns), 
the nerve to the short head of the biceps, the lateral 
cutaneous and external saphenous nerves, the nerve to the 

‘outer head of the gastrocnemius, and that to the inner 
head and soleus. — All the others soon after joining the 
sciatic become connected with the internal nerve plexus 
and are mixed with nerve fibres of varied peripheral dis- 


. °* A figure of the plexus of the median nerve was given by Monro in 
1783 (Observations on the Structure and Functions of the Nervous 
System, Tab. xviii, Edin.), This reference I owe to Professor Thane, 
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tribution. All the nerves mentioned above run for part of 
their course in the loose outer sheath of the sciatic before 
they enter the dense inner sheath. They may be regarded 
in this part of their course as being attached to the seiate 
rather than as forming an integral part of it. When a 
nerve has penetrated the dense inner sheath it merely 
forms one of the many nerve bundles of the trunk; the 
cutaneous nerves and the gastrocnemius nerves can still 
be recognized by their relation to other bundles, but, 
naturally, to do so requires previous dissection on post- 
mortem specimens. 

= The most accessible nerves are the cutancous nerves, 
They run, as mentioned by Compton,’ on the posterior 
surface of the sciatic. The lateral cutaneous nerve rung 
an isolated course nearly the whole length of the sciatic, 
but in its upper part it penetrates the thick epineurial 
sheath of the peroneal division of the sciatic. It is known 
that there is considerable variation in the relative number 
of nerve fibres which the external saphena receives from 
the tibial and peroneal divisions of the sciatic. In the 
cases dissected by Dr. Hashimoto and myself, the peroneal 
contingent arose from the mid region of the sciatic, and 
the tibial contingent from the lower third. Probably when 
the tibial contingent is larger, the additional portion, like 
the peroneal contingent, arises from the mid-sciatic region. 
The practical point is that the greater part of the cutaneous 
nerves given off by the sciatic to the leg can be isolated 
and separately sutured in a considerable length of the 
sciatic trunk. 

The nerves to the inner and outer head of the gastvo- 
cnemius, as is known, run as separate nerves in the 
popliteal space and join the sciatic either separately or as 
a single nerve. The two nerves, or the conjoined nerve, 
have an isolated course in the sciatic for about one and 
a half inches. 

The hamstring group of nerves and the nerve to the 
short head of the biceps run u long isolated course in the 
outer loose sheath of the sciatic, and in post-mortem 
specimens can be readily isolated. The latter, however, 
dips to the anterior surface of the peroneal division of the 
sciatic, and is in consequence not readily accessible in life. 
The hamstring nerves are embedded in a good deal of con- 
nective tissue, and a satisfactory union of their ends, 
whether they are left in position or sutured separately, 
is difficult. 

As I have said, all the nerves so far mentioned are 
recognizable on simple inspection in more or less of their 
course in the nerve trunk, There are others in which the 
epincurium must be cut open in order to distinguish then. 
The posterior tibial nerve below its main muscle branches 
consists of two sets of nerve bundies, the bundles of each 
set having little or no connexion with those of the other. 
One consists almost entirely of the external plantar nerve 
and the other of the internal plantar. In the peroneal 
nerve there is a relatively short portion in which the 
anterior tibial nerve, the nervus peroneus longus (with 
which may be the n. peroneus brevis), and the cutaneous 
part of the musculo-cutaneous nerve are separate amd 
fairly easily recognizable within the epineurial sheath. 
The musculo-cutancous nerve consists of separate muscular 
and cutancous portions. 

Most of the muscle nerves arise close together from the 
internal nerve plexus, and run a ‘variable but short 
distanee in the trunk. They occupy definite positions in 
relation to one another. In the comparatively rare cases 
of clean severance and immediate operation, it is not 
outside possibility to distinguish the respective central and 
peripheral cnds of one or more of the muscle nerves, and 
to suture them separately. The most promising region for 
this is the lower part of the peroneal nerve. Lastly, there 
are the peroneal and tibial divisions of the sciatic; between 
these there is so much connective tissue that it is a question 
whether in man nerve fibres spread out from one division 
to the other, and in most regions the separation of the 
trunks would interfere greatly with the blood supply to 
the central end. On the other hand, the relative position 
of the two divisions changes in their course, so that if 
much is excised, more or less of one division will be 
brought opposite the other. 

All isolation of nerves causes some interference with 
blood supply in the isolated portions; this is of little 
importance when the nerves run in the outer loose 
epineurial sheath, but, if the inner dense sheath has to be 
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ned, it may delay degeneration in proportion to the 
density of the Ard It would probably be advantageous 
to cut away as much as possible of the epineurium. A few 
experiments on the sciatic of any large animal would deter- 
mine whether the interference with the blood supply is 
serious or not. ; 
There are, no doubt, cases similar to those mentioned 
above in the nerve trunks supplying the arm. The only 
one dissected by Dr. Hashimoto and myself was_ the 
musculo-spiral (radial) ; in this the muscle division and the 
cutaneous division ran for a considerable distance isolated 
from one another, a fact which suggests that in cases of 
severance of the musculo-spiral the epineurium should be 
cut open and the two parts sutured separately. 
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CoNGENITAL SYPHILIs. ~~ 

Arter alluding to the discoveries of the Spirochaeta 
pallida by Schaudinn, the Wassermann reaction, and to 
the treatment by salvarsan, which can destroy the spiro- 
chaete without injuring the human tissues, Dr. Routh 
dwelt upon the serious nature of congenital syphilis as 
compared with primary infection, a positive reaction in a 
congenital syphilitic child hardly ever, according to Mr. 
Charles Gibbs, becoming negative under treatment. He 
alluded to cases of congenital syphilis transmitted to the 
third generation, as related by Dr. F. W. Mott, Mr. C. 
Gibbs, and Mr. J. E. R. McDonagh. He believed that not 
only is paternal infection of the ovum by the seminal fluid 
possible but that it is not infrequent, the mother becoming 
infected (1) either previously or at fertilization if she has 
a genital abrasion or erosion of the cervix, or (2) indirectly 
during the pregnancy vii the embryo (conceptional 
syphilis), or (3) she is infected by spirochaetes in a granule 
stage, the mature organism being developed only after 
pregnancy. 

. More usually, he said, the embryo is infected by the 
already infected mother, either by the ovam being already 
infected, or by infection whilst embedded in the uterine 


’ mucosa, or by transplacental infection. 


Sometimes there is a ‘* mixed transmission ” of infection 


. from both parents. With very early abortions within two 


three weeks of fertilization, following paternal in- 
fection of the ovum, it is possible that the woman may 
escape infection, owing to the absence of any true fetal 
circulation. 

There is evidence (1) that infection can take place by 
the seminal fluid (F. W. Mott, etc.) even when the father 
has a negative Wassermann reaction, and (2) that the 
spirochaete has been found in the ovum in syphilitic 
women (Levaditi, Ball, and others). Dr. Mott has proved 
that syphilis is most contagious in its earliest stages, 
becoming less virulent each succeeding year owing to 
formation of materna! antibodies, the usual sequences 
of pregnancies being abortions, stillbirths, diseased 
children dying at birth or in early infancy, and 
children showing no signs of disease till puberty. 

‘Dr. Routh believed that 25 per cent. of stillbirths and 
abortions in urban centres were probably due to syphilis, 
that if only 20 per cent. were caused by that disease 
in urban and rural centres in England and Wales, about 
27,000 deaths would occur annually during the antenatal 
period and the first fourteen days after birth from that 
cause. The mortality of illegitimate children, both in 
utero and after birth, from syphilis was at least twice 
as heavy. The next most frequent causes of antenatal 
and natal deaths were toxaemia, ante-partum haemorrhage, 
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and dystocia. Macerated fetuses are, he said, now known 
to contain spirochaetes in over 80 per cent., though the 
mature organism is rarely found in abortions before the 
fourteenth week (Weber). 

Many cases, both mothers and offspring, show no 


clinical evidence of syphilis till some weeks after 
childbirth, * ” 


The Wassermann Reaction. 

The Wassermann reaction, when first discovered, was 
expected to be positive when the individual was syphilitic 
and negative when uninfected or cured. Anomalies, how- 
ever, have appeared and require explanation. Allasion 
was made to cases of syphilis during pregnancy with 
unexpected reactions, such as the negative reaction of 
some women when gravid with a syphilitic child, and for 
some time afterwards, and the negative reaction of some_ 
syphilitic children at birth, becoming positive a few weeks 
afterwards when the mature spirochaetes developed. 

It is recognized, and has been especially stated by Mr. 
McDonagh, that pregnancy in some way or other often 
prevents the development of the mature spirochaete and’ 
that the disease is in these cases practically arrested in- 
both mother and child during pregnancy. This, Dr. 
Routh believed, occurred more. particularly in cases of 
paternal infection of the embryo. McDonagh even says 
that “ repeated pregnancies have undoubtedly resulted in 
a spontaneous.cure of the disease.” 

Some children may show no evidences of syphilis till. 
they get tabes or general paralysis at puberty, whilst some 
mothers of these children may show no symptoms till 
after the menopause, or escape apparently altogether. The 
Wassermann reaction in these long latent periods has nof 
been adequately observed. 

All these cases require some other explanations than 
those usually given. The original words of. Colles'’s law 
are true, though. the numerous and varied explanations 
are often faulty. 


Biology -of Spirochaeta pallida. : 

Dr. Routh then reviewed the life-history of the spiro. 
chaete, giving extracts from Dr. Moit’s article, in which 
O’Farrel, A. Balfour, and Noguchi are quoted, tending 
to show that under the action of salvarsan, etc., as well 
as spontaneously, the mature spirochactal spiral becomes 
broken up transversely into granules, and that in a suit~ 
able environment these granules are capable of develop-: 
ment into the mature organism after a short -or-long 
period of biological activity. Bog a8 

Noguchi had. proved that after such granules have been 
transferred to a passive culture medium “‘spival forms 
again sprout out.” Dr. Mott has said: . 

The researches of Leishman on the spirochaete of tick fever 
suggest the possibility of an intracellular phase of the spirat 
organism, and its existence in the form of infective chromidian 
granules. Moreover, in support of this hypothesis I may men- 
tion that Neisser, in his experimental investigations on apes, 
has observed that the tissues of infected animals in which no 
spirochaetes were demotistrable, conld nevertheless be used 
effectually for inoculation. The spirochaete may be one form 
of the syphilitic organism, bnt there may be other minute: 
stages analogous to the spores of bacilli. 

Infection by the granules can apparently occur during 
pregnancy, and if the granules are kept quiescent it is 
probable that the infected individual (mother or childp 
would give a negative Wassermann reaction after the birth 
so long as mature spirochaetes were absent. 

If congenital syphilis is to be checked before the 
embryo is destroyed it must be dealt with locally at its 
source, and from the very first days after fertilization and 
infection. It seemed obvious that the. embryonic tissues 
could not during the first few hours or days produce anti« 
bodies which could destroy spirochaetes. 


Suggested Action of Chorionic Ferments upon 
Spirochaetes. 

The great changes which occur in the maternal tissues, 
and. especially in the ductless glands, Dr. Routh said, are 
only gradually produced, and are, therefore, not available 
in the early weeks to deal with spirochaetal infections 
There are, however, locally present very powerful chorionic 
ferments produced by the syncytial cells of the fetal 
chorionic villi. These ferments are present in:the eatly 
days of pregnancy at the point. of interdigitation of the 
fetal and maternal portions of the placenta. and therefore 
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are available as a powerful chemical filter for the protec- 
tion of both mother aud child. Their action is primarily 
trophoblastic to enable tlie delicate chorionic villi to 
penetrate the uterine mucosa at the placental site, and to 
open up-maternal-bloed vessels, so that the ovum may 
have a resting place with nutvitive blood spaces round it. 
Ag a result of the destructive action of the ferments upon 
the maternal tissues, syncytio-toxins are formed, but 
appear to be normally “at once neittralized by so-called 
syneytio-lysins, and it is believed that if either of these 
bodies is in excess maternal and fetal toxaemia may 
result, often with fatal results. These ferments have 
been demanstrated chemically by Abderhalden to be 
present in the maternal blood till fifteen days after 
labour, and syncytio-lysin, or a maternal antibody, is 
demonstrable between the sixth and fourteenth week of 
pregnancy. ; ie 

. Dr. Routh suggested that these trophoblastic chorionic 
ferments are not only able to break up the infective spiro- 
chaetes into granules, but can, by their continued action, 
keep the granules quiescent and powerless to develop into 
the mature organism till after pregnancy, when the fer- 
ments soon cease to be present. The biological activity of 
the granules, unless restrained by other substances, would 
then be reSumed, and mature spirochactes would be 
developed. see : 

He proposed explanations of the four following problems, 
founded on the spirillolytic action of the chorionic 
ferments: —~ aa 

1. Why may a pregnant woman who in due course 
either has a stillborn or a living syphilitic child have a 
negative Wassermann reaction during pregnancy and for 
some time afterwards ? . 

2. Why are some syphilitic childven negative at bivth, 
and for some weeks afterwards ? 

3. Why are spirochaetes so rarely found in abortions, 
even though alternating between stillbirths, in the tissues 
of which they are swarming ? ; 

4, How do these suggestions of the spirillolytic action 
of the chorionié férments lielp ‘to explain the truth of the 
original words of “ Colles’s law ” ? 

His conclusions were as follows: 


ConcLUSIONS. 

My suggestions seem to point to the following con- 
clusions, some of which are scientific facts, whilst others 
are non-proven, but I think logical. ' : 

- 1, The “ granules” are the result of the “ spirillolysis,” 
or breaking up of the Spirochacta pallida. 

; 2, The “granules” are infecting agents, being in fact 
spirochaetes in the granule stage. ‘They are able to de- 
velop into the mature spirochaete in a suitable environ- 
ment, or may become biologically inactive and remain 
latent for short or long periods. 

. 3. Chorionic (syncytial) ferments are present at the 
point of interdigitation of the fetal and maternal portions 
of the placenta. Their action is primarily trophoblastic to 
enable the delicate chorionic villi to penetrate the uterine 
mucosa and to open up maternal blood vessels, so that the 
ovum may find for itself a resting place with nutritive 
blood spaces round it. -As a result of the destructive action 
of the ferments upon the maternal tissues, so-called 
syncytio-toxins are formed, but appear to be at once 
neutralized by so-called syncytio-lysins. If not thus 
neutralized, maternal and fetal toxaemia may occur. 

4. The chorionic ferments (or their derivatives) are 
suggested as being capable of exercising their destructive 
properties upon the Spirochaeta pallida, which may either 
be in the maternal intervillous, or fetal intravillous 
tissues, both of which are in intimate relations with 
the syncytial cells of the villi whence the ferments arise. 

5. This destructive action of the chorionic ferments 
upon the spirochaete breaks it up into granules. 

6.-I further suggest that during prégnancy it is the 
continued action of the chorionic ferments upon the 

anules which may render them latent and biologically 
inactive, and perhaps in a few cases may destroy them. 

7, After the pregnancy, when the chorionic ferments 
cease to be present in the tissues of the mother and child, 
the granules, wherever they may be, may develop into 
nature spirochaetes. 

- 8. The.success or failure of the chorionic ferments to 
protect the mother and child from spirochaetal infection 
would depend upon (a) the virulence of the infection, 
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which: tends to diminish, owing to the presence of mora 
maternal antibodies, with each successive pregnancy ; 
aud (6) upon the source of the infection. Infection ig 
probably most difficult to arrest in a “mixed trans- 
mission,” or in a trre maternal infection, where attempts 
at infection of the embryo would be constantly proceeding 
throughout the pregnancy. It is probably least severe, 
and most easily countered by the ferments, when the 
primary infection is paternal, for it may then be a single 
infection only, and probably not capable of repetition if the 
primary infection be arrested. 
9. The Wassermann reaction in mother and child appears 
to be negative if infection has been only by spirochactes in 
the granule stage, so long as the granules remain biologically 
inactive and the mature organisnis are absent. : 








THE COURSE OF INSTRUCTION IN VENEREAL 
DISEASES. 


By DAVID WATSON, M.B., C.M., 


LECTURER ON VENEREAL DISEASES, UNIVERSITY OF GLASGOW. 





In view of the recommendations of the Royal Commission 
on Venereal Diseases, medical schools are faced with the 
problem of providing their students with special instruc- 
tion on the diseases popularly included under the term 
“ venereal disease.” : 

The recommendations of the Commission as to teaching 
are summavized as follows ‘in their Final Report 
(Sect. v).3 , aes 


(27) Whether by means of compulsory attendance at a course 
of instruction in venereal diseases or otherwise, it should be 
rendered certain that every medical student has adequate 
practical instruction in these diseases. Every medical student 
should attend a course of practical instruction in skin 
diseases. 

(28) Questions relating to syphilis and gonorrhoea should be 
ee, set in medical and surgical examinations, so 
that the knowledge acquired in”these diseases by candidates for 
examination may be tested. 


As there is no class at present in the curriculum to 
which it would be possible to refer the teaching of this 
subject, the establishment of a new class will be found 
necessary, and the course will require to be compulsory, 
otherwise only a percentage of the students will attend. 
No expedient, such as including a question on the subject 
in one of the medical or surgical papers of the final exami- 
nation, especially when such question is neither set nor 
checked by the teacher, will succeed in ensuring the 
attendance at a voluntary class of the majority of students. 
The General Medical Council may solve the question in 
one of the three following ways: (a) The establishment of 
a new compulsory class on the venereal diseases; (b) the 
inclusion of the teaching of the whole subject in a com- 
pulsory dermatology class; (c) the division of the subjects 
between a dermatology class and a new class of genito- 
urinary surgery, both compulsory. 'The last method would 
be the ideal one, but, unfortunately, in addition to imposin 
two new classes on the student, it is a plan which it woul 
be possible to realize at present in few niedical schools 
owing to the paucity of genito-urinary clinics. — If 
medical education had been allowed to follow its natural 
process of evolution we would doubtless have found the 
teaching of syphilis allocated to the dermatologist and 
that of gonorrhoea to the genito-urinary’ surgeon. But 
circumstances have combined to force the pace in another 
direction, and with attention focussed on venereal disease 
while genito-urinary surgery lags behind, it must be 
recognized that the attempt to carry out this plan would 
involve intolerable delay. 

Of the remaining alternatives there is much to be said 
in favour of the venereal diseases being included in an en- 
larged dermatology course. By this procedure the intcrest 
of the patient, the student, and the teacher would seem ta 
be best served. The students’ curriculum is extended by 
the minimum, while both recommendations in Clause 27 
are complied with, the patient escapes the stigma of 
attendance at a purely venereal clinic, and the teacher 
is released from an undesirable curtailment of his sphere 
of work. On the other hand, it will doubtless appear to 
the governing bodies of many medical schools that the 
simplest and most direct way of dealing with the question 
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as it stands to-day is to institute voluntary classes on 
venereal disease while awaiting the considered action of 
the General Medical Council, and certainly no divergence 
of opinion exists as to the desirability of conducting post- 
graduate classes on venereal diseases at all suitable 
centres. 

_In these circumstances it may be of service to give a 
short sketch of a venereal disease clinic and its course of 
teaching, based on the experience gained at Glasgow, 
where a university lectureship was established some 
year's ago. 

The lecturer has charge of a venerea! department at the 
Royal Infirmary and also of the Lock Hospital for Women, 
and the instruction is given at these institutions. In each 
there is both an outdoor and an indoor department; in the 
indoor a trexrtment room is attached to each ward and 
there is a central operating theatre. The outdoor depart- 
ment (which should have an evening hour of attendance) 
consists of a waiting room, an examination room, a treat- 
iment room, and a bacteriology room, all in series. 

The examination room is divided into compartments by 
screens or otherwise, each containing an examining table ; 
the work is thus expedited without sacrificing privacy. 
An instrument cabinet, dressing tables, wash-hand basins, 
and a sink complete the furnishing of the room. In addi- 
tion to the usual surgical instruments and sterilizer, the 
special instruments include cystoscope, urethroscopes, 
storage battery; urethral probes, knives and cauteries; 
catheters, Watson’s sounds, flexible bougies (filiform, acorn- 
tipped, and olivary), hot sounds, syringes, irrigating stand, 
urological basins, and salvarsan apparatus. 

The bacteriology room should be supplied with a good 
microscope, having an oil immersion lens and dark-ground 
illumination, an incubator at 37° C., and also stains and 
apparatus. Tubed media can be obtained from the 
regular bacteriological department as required. Wasser- 
mann tests are performed only in the regular pathology 
department. 

The treatment room in the department for male patients 
should have a number of cubicles each containing a 
urinal, and, at a height of 4) ft. above the urinal, a 
two quart glass reservoir with attached rubber tubing for 
the irrigating solution. ‘The most efficient means of 
treating gonorrhoea we have at present at our command 
is the grand lavage method of Janet. This can quite well 
be carried out by the patients themselves in a standing 
posture, but a trained attendant must be in attendance at 
treatment hours. He supplies each patient with a sterilized 
cannula, explains the details of the procedure, sees that the 
whole process is properly completed, and keeps a record 
of attendance. With this provision, a patient suffering 
from acute gonorrhoea can, during the first week, attend 
twice daily for treatment and with decreasing frequency 
thereafter, at hours to suit his own convenience, and he 
is only required to see the medical practitioner in charge 
at stated intervals. 

The course of instruction inciudes at least twelve 
lecture-demonstrations. By a selection of cases systematic 
teaching and clinical instruction can be combined. In 
addition each student is given the opportunity of practising 
the technique of the various methods of diagnosis and 
treatment, the class being divided into sections of not more 
than six for this purpose. Prominence is given to the 
clinical and practical features of the course. 


Syllabus of Course: Twelve Meetings. 

1. Historical and general survey. Acute gonorrhoea in the 
male: anatomical and physiological data: bacteriology and 
pathology. Each student collects specimens for bacteriological 
examination. 

2. Diagnosis of anterior and posterior urethritis: treatment 
of gonorrhoea, practice of grand lavage, ete. 

3. The complications of gonorrhoea and their treatment: the 
preparation of vaccines, etc. 

4. Chronic gonorrhoea, its diagnosis and treatment: use of 


. bougies, sounds, urethroscopes, etc. 


5. Gonorrhoea in women and children. My. t 

6. Urethritis simplex: venereal sores: balanitis: technique 
of examination to prove patient free from infectivity: 
prophylaxis. . - , 

7. Syphilis. Pathology: primary syphilis: classification of 
ehancres: demonstration of the Spirochaeta pallida, Each 
student secures and examines specimens. d 

8. Systemic invasion: skin and mucoug membrane mani- 
festations: Wassermann reaction: methods of taking blood 
and serum specimens practised. . 

9. Late appearances of svvhilis : syphilis of internal organs. 
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10. Syphilis of the nervous system: withdrawal of cerebro« 
spinal Huid for examination. 

11. Congenital syphilis: syphilis of eye and ear. 

12. Treatment of syphilis. Each student during the “course 
administers kharsivan intravenously, and also practises intra- 
muscular mercurial injections, ete. 

It will be noticed that in the above synopsis almost half 
of the course is devoted to gonorrhoea. This, I believe, is 
not an undue proportion. In no other class is there more 
than a passing reference to gonorrhoea, while this does” 
not hold- good of syphilis.. A- considerable knowledge of 
technique is required, particularly for the treatment of 
chronic gonococcal infections, and a corresponding amount - 
of time must be assigned to its teaching. Gonorrhoea is a 
much more common disease than syphilis, and its after- 
effects are hardly less important. 

In so limited a course the teaching on syphilis has to be 
concentrated mainly on practical points in diagnosis and 
treatment, and on subject matter either neglected or not 
fully considered by the teachers in other classes. While 
syphilis has to be portrayed as a complete whole, and all 
its manifestations displayed in perspective, the lecturers 
on medicine are not relieved of their responsibility for 
giving detailed instruction on syphilitic disease of the 
circulatory and nervous systems, nor the ophthalmologist 
with reference to syphilitic disease of the eye. Patients 
with nerve and cye symptoms are examined, discussed, 
and treated, and the knowledge of the students on these 
cases tested, and, when necessary, reinforced ; but little 
more than a summary is attempted. The relative value 
of the Wassermann reaction in the diagnosis, and the proper 
place of kharsivan in the treatment, of such cases can well 
be demonstrated in this class. 
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THE problems connected with gunshot fractures of the 
jaw, in spite of the attention they have received and the 
special provision that is now made for dealing with them, 
do not seem to have been carried so far towards solution 
that we can yet regard the treatment of these injuries as 
wholly satisfactory. Their clinical course is still long, 
painful and uncertain; in the earlier stages it is not with. 
out danger, in its intermediate stages it is apt to be dis- 
tressing and disgusting to the patient and chequered by 
recurrent abscesses and operations, and ultimately it is 
still apt to leave a residue of more or less permanent 
deformity and disability. Doubtless much is being done 
for the improvement of treatment in the special institu- 
tions set apart for such cases, and it is common knowledge 
that notable advances in technique have been made. 

One does not, however, altogether escape the impression 
that fractures of the mandible have perhaps been regarded 
somewhat too exclusively as essentially problems of 
dental surgery, though the skill and ingenuity of dental 
surgeons in attacking them undoubtedly support such 
a view. The very success of the specialist in securing by 
ingeniously contrived apparatus fixation of the fragments 
in the most unpromising cases tends to overshadow the 
difficulties still remaining in dealing with sepsis and the 
plastic reconstruction of the jaw. 

These very problems, however, are those with which 
the general surgeon will necessarily have been forced to 
contend in treating in civil practice diseases implicating 
the mandible. As far as can be judged from the con- 
siderable number of gunshot wounds of the jaw that reach 
the London general hospitals, the difficulties both as te 
asepsis and plastic work met with in these cases are 
closely similar to the difficulties in the same departments 
that are met with in the treatment of malignant disease in 
this region. The infective processes seem in the traumatic. 
cases to be almost exclusively of buccal origin and to 
display clinical and pathological characters closely similar 
to those that are so familiar and so comparatively easily 
controllable by adequate measures as incidents in the 








5° meeenk | 


GUNSHOT WOUNDS OF THE MANDIBLE. 





JAN. 12, 1918 








treatment of malignant disease. It is possible, therefore, 
that it may be of some interest to discuss the difficulties 
presented by war injuries of the mandible in the light 
of experience gained in dealing with tumours implicating 
this bone. : . 

The surgical problems met with in serious wounds 
involving the lower jaw may be arranged in three groups 
in the order of their appearance. 


1. Complications Following Soon After the Wound. 

Haemorrhage—especially from the soft tissues of the floor of 
the mouth and tongue. It may be seriously persistent or 
recurrent, and is notoriously difficult to control. : . 

Acute sepsis, having the characters peculiar to infections 
originating from the upper alimentary tract—namely, an acute 
course of about a week, an invariable tendency to cause 
sloughing, and a liability to spread as a deep cellulitis if there 
is the least restraint of drainage. These infections bear some 
direct relation to the amount of oral sepsis, but the mere 
presence of teeth, however healthy, makes it possible that o 
considerable wound will be seriously attacked. 

Secondary haemorrhage—peculiarly liable to appear from about 
the seventh to the tenth day on account of the limited acute 
course of oral infections and the tendency for sloughs to begin 
freely separating about that time. The fact that infections 
from the mouth always cause sloughing makes secondary 
haemorrhage an appreciable risk. 


2. Complications during Healing (Chronic Suppuration, Recurrent 
: Abscesses, and Necrosis of the Jair). 

These complications are apt to drag out the case for an 
indefinite period, and are doubtless to a large extent due to 
the special density of the bone that renders the separation of 
sequestra a peculiarly tedious process. 


3. Dificulties of Plastic Reconstitution of the Jaw. 
Relapses of sepsis after bone grafting. These may be due to 
the impossibility of exposing the bone on either side of the gap 
without opening the buccal cavity, or to the implantation of 
the graft in the septic scar which has resulted from prolonged 
suppuration. Such septic scars, as is well known, are par- 
ticularly prone to cause failure of bone-grafting operations. 


The opinion has already been ventured that attention 
has perhaps tended too exclusively to be concentrated on 
the fixation of the fractured ends of the bone. Now it is 
perfectly clear that when—as is lamentably common— 
there has been a large loss of bone substance, no amount 
of fixation can lead to reconstitution of the bone, and that 
it is towards the latter purpose that all treatment must 
be directed. If, by fixation, displacement of the fragments 
can be prevented until reconstitution can be undertaken 
so much the better, but the reconstitution must be regarded 
as the essential purpose and nothing be allowed to pre- 
jadice it.. The prevention of displacement is certainly 
less important than the attainment of sound union of the 
reformed jaw, and there can be no doubt that if there is 
any clash of interests between the two objects, a strong 
and solid bene, even if somewhat deformed, is worth a good 
deal more & the patient than an insecurely united but 
shapely one. 

For considerations of treatment, cases may be con- 
veniently divided into three classes: (1) Fractures without 
considerable loss of substance, actual or probable; (2) frac- 
tures with considerable loss of substance, either actual from 
immediate destruction or probable from necrosis, but with 
the superficial soft parts more or less intact ; (3) fractures 
with considerable destruction of bone and of the overlying 
soft parts—cases where the bone and lower part of the face 
are “ blown away.” 

The first class obviously lends itself to treatment by 
intrabuccal fixation, and may be expected to give results 
almost as good as those of the ordinary fractured jaw of 
civil practice. ‘The third class would lead us into too 
detailed a discussion of technique for the purposes of this 
paper, and so will not be entered upon. It is the second 
class which particularly interests us here; it seems to be 
an especially common and troublesome type, and perhaps 
to lend itself to a more radical aud systematic treatment 
than it usually receives. 

In a case of this class, with, for example, considerable 
destvaction of the bone in the incisor or premolar region, 
and extensive wounding of the floor of the mouth and 
tongue, while the lower lip and check remain intact, one 
of the outstanding features of the early treatment is the 
extreme inaccessibility of the wounded soft parts. Should 
serious haemorrhage occur, the ordinary methods of control 
ave alinost helpless, and the surgeon may cyen be tempted 





by the desperate—and here more than ever valueless— 
expedient of distant ligature. The same inaccessibility ig 
apt to baffle him in attempting to deal radically with sepsis 
either by way of prevention or cure. 

Now in the treatment of malignant disease in this region 
there is one measure which has thoroughly justified itself 
when it is practicable, as means of preventing both haemor- 
rhage and sepsis, and that is the complete closure of 
wounds. By this is meant not the mere bringing edge to 


edge of mucous membrane, but the complete obliteration’ 
of cavities by bringing raw surfaces into contact by means. 


of large mattress sutures. To do this properly, of course, full 
access to the parts is essential, and this will always have 
been obtained by the preliminary exposure of the tumour, 
which is indispensable before the proper removal of it can 
be begun. 

There appears to be no valid reason why the treatment 
of gunshot wounds of the jaw and mouth should not have 
the benefit of the same free access, and there certainly is 
no other means of preventing haemorrhage and sepsis 
with the same precision that is attainable in the treatment 
of malignant disease. 

Free access to ‘the whole wound by uncompromising 
division of the overlying soft parts in order to allow of 
such excision of the wound surfaces as seems necessary 
and subsequent suture is the first suggestion, then, which 
a consideration of general surgical principles provides. 

When a segment of the mandible has been removed for 
a growth the only method of securing the ends of the bone 
from infection and necrosis—unless the mouth has long 
been edentulous and is therefore comparatively aseptic— 
is to seal off the raw surfaces of bone by stitching the soft 
parts over them. To do this effectually it is necessary to 
bring the soft parts on the inner side of the jaw into firm 
contact with those on the outer side by large mattress 
sutures passing deeply into the floor of the mouth and 
tongue and tied externally on the cheek. If part of the 
tongue has already been removed, an adequate raw surface 
will be ready. Otherwise the mucous membrane is 
stripped off the side of the tongue to make a surface to 
meet the inner surface of the cheek. The soft tissues are 
thus brought into and completely close the gap in the jaw. 
In order to get the jaw thoroughly covered by soft parts it 
is usually necessary to bevel off the alveolar margin on 
each side of the gap so that no sharp angle of bone projects 
upwards here and is difficult to cover in. By these means 
haemorrhage is arrested, sepsis in the soft parts and bone 
is controlled and rapid union is secured, so that the result- 
ing scar shall be comparatively aseptic and olerant of 
bone graft. No attempt is made to close the gap in the 
bone at the primary operation, and the surgeon concen- 
trates his attention on getting the quickest possible healing 
of the wound. 


The Primary Operation, 

It seems probable that the same technique could be 
applied to certain gunshot wounds. This would involve 
radical operative treatment at the earliest possible moment. 
If it were established by «-ray examination that con- 
siderable destruction of bone had occurred and possibly 
that further loss by necrosis was probable, it would be 
clear that no attempt to secure union by ordinary methods 
was possible, and that everything must be done to favour 
the success of the necessary plastic operation. 

A preliminary puncture laryngotomy should be done—a 
matter of a few seconds—and the pharynx plugged, or an 
intratracheal anaesthetic given. The fracture should be 
exposed either by a free incision over it or by turning back 
the soft parts in a flap from the middle line, and thus 
avoiding paralysis of the lower lip, loose fragments of bone 
should be removed, the wound in the soft parts excised, a 
clean surface given to the fractured ends by a saw cut, 
and the alveolar border cut back at an angle. The cheek 
and the floor of the mouth and side of the tongue should 
then be brought together with numerous large mattress 
sutures so as completely to obliterate any cavity between 
the ends of the bones. A large opening should be left for 
drainage below the jaw. If intrabuccal fixation of the 
fragments is possibile now, it should, of course, be used, and 
will doubtless favour healing and the comfort of the patient. 
If such treatment were successfully carried out and healing 
were reasonably rapid, the necessary plastic operation 
should be possible within a few weeks. 
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The Plastic Operation. : 

‘Plastic operations on the mandible are rendered especially 
dificult by irregular scars in which it is impossible to bury 
a graft without opening the cavity of the mouth, and by 
septic scars in which operative interference precipitates a 
relapse of infection. We have considered the possible 
means by which these difficulties may, perhaps, be 
combated. 

Aseptic union will, however, probably always be excep- 
tionally difficult to attain, and it thus seems a reasonable 
precaution to make special efforts to maintain the vitality 
of a graft implanted in the jaw. ‘lo attain this object an 
obvious method is the use of pedunculated grafts. Such 
srafts can be provided by excising a piece of bone to 
which a muscle is attached.and using the muscle as a 
pedicle. Parts adapted for such a purpose within reach of 
the mandible are the attachment of the sterno-mastoid, 
splenius or trachelo-mastoid to the skull, the trapezius 
and the levator anguli to the clavicle or scapula, but 
especially the attachment of the sterno-mastoid to the 
inner end of the clavicle. The bone here closely resembles 
the mandible in texture, the upper half of it with the 
proad attachment of the muscle lends itsclf to detachment 
and to displacement without undue difficulty into the gap 
in the jaw. It is unnecessary to indicate the technical 
steps of such an operation; the graft should obviously be 
measured exactly and drilled for screws before detach- 
ment. In a presumably aseptic scar there would clearly 
be no objection to the use of a Lane’s plate if thought 
desirable. In a suitable case where the anterior part of the 
jaw had been destroyed I should not hesitate to make use 
of a graft from each clavicle, joined in the middle line by a 
suitably bent plate. 

o Conclusion. - 

In this very summary sketch it has been attempted 
merely to apply principles gathered in a prolonged experi- 
ence and study of operations upon.the jaw undertaken in 
civil practice in cases where large parts of the bone have 
had to be removed. Insuch cases the plastic reconstruc- 
tion of the jaw has not proved to present insurmountable 
difficulties as a rule, and grafts, taken almost invariably 
from unaffected parts of the jaw itself, have been found an 
easy and satisfactory method of re-establishing the con- 
tinuity and stability of the bone. It should be added that 
as in these cases some. part of the thickness of the bone 
usually is available for use as a graft, even in the affected 
region, the two-stage operation is not often necessary; it is, 
in fact, only quite recently that one has become interested 
in its possibilities and in the development of its technique. 

One cannot, of course, do more than suggest the 
technique that might be found applicable by those who 
have opportunities of dealing with gunshot wounds on 
a large scale. It seems certain, however, that the primary 
and immediate operation giving full access to the fracture 
with the purpose of limiting haemorrhage, sepsis and 
necrosis and attaining a limited and relatively aseptic scar, 
is an indispensable preliminary to a systematic application 
of plastic bone surgery to large destructive lesions of the 
mandible. It would obviously be irrelevant in a more or 
less speculative paper such as this to attempt to embody 
all the many minor details of practice one has found useful 
in what I have called the primary operation as carried 
out for tumours. If the surgeon keeps clearly in mind the 
principle that protection of raw surfaces in order to secure 
rapid union must be the first consideration, the minor 
procedures that facilitate this will suggest themselves 
readily. 





SOLVENTS FOR DICHLORAMINE-T. 
BY 
H. D. DAKIN, D.Sc.. F.RS., 
AND 
E. K. DUNHAM, M.D. 
(Report to the Medical Research Committee.) 


DIcHLORAMINE-T is a slightly yellowish solid, readily 
soluble in most organic solvents with the exception of the 
paraffin hydrocarbons. It. is a powerful antiseptic, and 
when dissolved in oily media has found useful applica- 
tion in the treatment of infected wounds! and fov 
nasopharyngeal disinfection.? Although, as first stated, 
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dichloramine-T readily dissolves in most organic solvents, 
the majority of these solutions are of no value for practical 
purposes, since the dichloramine-T contained in then is 
rapidly decomposed. Among the few solvents which give ~ 
reasonably stable solutions many had to be rejected ou 
account of their proving too irritating, so that it will le 
realized that the selection of a suitable solvent for 
dichloramine-T is a somewhat difficult problem. : 

In our earlier experiments we made use of eucalyptol : 
which had been previously lightly chlorinated to reduce 
its avidity for chlorine. The solution thus prepared was 
diluted with paraffin oil which had been chlorinated in - 
similar fashion. Eucalyptol prepared as déscribed is a 
good solvent for dichloramine-T, and the solution is reason- 
ably stable if protected from light. Thus an 11 per cent. 
solution after standing in a corked amber bottle for six - 
months still contained 6 per cent. of unchanged dichlora- : 
mine-T. The addition of paraffin oil to the mixture is apt 
to reduce its stability, especially if cave is not taken to. 
select a suitable oil. It appears worth noting that liquid: 
parafiin oils vary greatly in their suitability as diluents for, 
dichloramine-T solutions, The Russian oils containing 
much naphthenes are unsuited for this purpose, while some’ 
grades of American oils contain considerable quantitics of 
olefines as well as naphthenes. 

The best oils with which we are acquainted are Penn- 
sylvanian oils which lave. been well purified by agitation 
with fuming sulphuric acid and then washed and dried. 
Such oils are readily obtained in the open market, and on 
light chlorination, as previously described in this Journ, 
furnish a very satisfactory diluent. ' 

The use of eucalyptol has two disadvantages. In the 
first place, it is not as bland and innocuous a substance as 
might be desired, and its use is occasionally followed by 
a rash. Secondly, pure eucalyptol is not available in in- 
definitely large amounts, and at the present time its high 
price is a definite consideration. The same disadvantages 
apply to a more highly chlorinated eucalyptol, which was 
introduced by Lewis and Kraus, obtained by chlorinating 
eucalyptol with chlorine gas until the oil has a specific 
gravity of about 12. ‘This oil, moreover, occasionally 
liberates traces of hydrochloric acid on standing, which 
causes a rapid deterioration of the dichloramine-T solution. 

We therefore undertook a systematic survey of other 
possible solvents for dichloramine-T with the object of 
finding a cheaper and blander substitute for eucalyptol. 
This we believe we have accomplished, at least in pari, 
and a description of the new solvent is appended. Early 
in our quest it became clear that most compounds cou- 
taining oxygen gave unstable solutions of dichloramiue-‘!' 
unless the oxygen were in an ether-like combination, as in 
eucalyptol. Many esters, chlorinated aldehydes, acctals, 
alcohols, and glycerides were tried and abandoned. Chilori- 
nated phenolic ethers, such as dichloraniso!, were tried and 
found tooirritating. It appeared improbable that compounds 
containing oxygen were likely to prove successful, since 
they usually abstracted chlorine from the dichloramine-T too 
readily. ‘The choice then practically resolved itself into 
halogen derivatives of other hydrocarbons of the aromatic, 
aliphatic, and other series. The chlorine derivatives of 
aromatic hydrocarbons in most cases were found too irri- 
tating for practical use, and the same is, of course, true of 
some of the lowest members.of the aliphatic series, such 
as chloroform. We therefore turned to the chlorine de- 
rivatives of the higher aliphatic hydrocarbons. Hepty! 
chloride, obtained by the chlorination of purified heptane 
from petroleum ether, gave encouraging results, and the 
same was truc of many of its homologues; but it soon 
became clear that the stability of the dichloramine-T solu- 
tion depended to a considerable extent on the purity of the 
solvents, and the preparation of these substances in an 
approximately pure condition is a difficult and costly 
matter. On attempting to chlorinate higher hydrocarbons, 
such as those in gasolene, kerosene, vaseline, and purified 
liquid paraffin oil, we found that with restricted chlorina- 
tion poor solvents were obtained, while on more extensive 
chlorination deep-seated decomposition occurred with the 
formation of thick oils which were unusable. This latter 
decomposition we believe to be largely due to the presence 
of cyclic hydrocarbons, so-called naphthenes, in thesc oils, 
for these substances do not give simple stable derivatives 
on chlorination, but undergo far-reaching decomposition. 

We thlicrefore experimented with the chlorination of 
paraffin wax, since this substance is free from naphthenes 
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and is almost entirely composed of the saturated aliphatic 
hydrocarbons of the C, II, ,, series. We found that 
parafiin wax could be readily chlorinated under easily 
regulated. conditions, and that the product when prepared 
as described below was an extremely bland rather 
viscous oil, which readily dissolved dichloramine-T, and 
that the solutions so prepared were stable over long periods 
if kept under suitable conditions. As was to be expected, 
the product is not a single individual compound, but a 
mixture of isomeric and homologous chlorine derivatives. 
It is therefore impossible to give a systematic name to the 
product, and, as the descriptive name “ chlorinated paraffin 
wax oil’ seems unnecessarily clumsy, we have provisionally 
chosen the name “ chlorcosane,” since the systematic names 
of most of the hydrocarbons in paraftin wax end with the 
suffix “ cosane.” 


Preparation of the Solvent ‘“ Chlorcosane.” 

Paraffin wax, preferably melting at 50° C. or higher, is placed 
in round bottomed flasks and heated to about 120°. Two flasks 
connected in series, each containing a half kilo of the wax, may 
be conveniently used. A rapid current of chlorine from a 
cylinder of the liquefied gas is then passed through the molten 
wax in the flasks, each of which is provided with a thermo- 
meter and the necessary glass tubes. The temperature should 
be controlled, within the limits of 125-140°. The first tlask in 
which the reaction is most vigorous will require but little 
heating. Chlorination is continued until the contents of the 
flasks have increased in weight 45 to 55 per cent. of the weight 
of wax taken. It will be found convenient to complete the 
chlorination of the first flask and then remove it, and transfer 
the second ‘to its place, putting a fresh flask of paraffin wax 
after it. In order to avoid undue discoloration of the product, 
2 Minimum amount of rubber tubing should be used for the 
connexions. Wide glass tubing should be used for passing the 
gases, and the ends of the delivery tubes are preferably blown 
into bulbs provided with a number of fine orifices to promote 
good contact between the gas and oil. Hydrochloric acid is, 
of course, evolved freely during the reaction. After the 
requisite amount of chlorine has been absorbed, the oil, while 
still warm, is shaken vigorously with 5 per cent. of its weight 
of dry sodium carbonate and then filtered through a dry tiuted 
paper. The clear oil, which has a light yellow or sherry colour 
and is slightly heavier than water, is then ready for use. It 
possesses a viscosity intermediate between that of olive oil and 
castor oil, has almost no odour, and ‘is perfectly bland when 
sprayed up the nose or placed on skin or wounds. 


It will be noted that the materials necessary for making 
the new solvent are all casily available at very cheap 
rates. 

We have been unable to find any references in chemical 
literature to a product of the kind described. Lippmann 
and Hawliezck! heated parafiin wax with phosphorus 
pentachloride and obtained evidence of the formation of 
mono- and dichlor- derivatives, while Bolley,’ by the 
exhaustive chlorination of paraffin wax, obtained solid 
products of varying composition. ‘The chlorine in 
*chlorcosane”’. is mostly in a firmly bound condition 
not readily removable by treatment with boiling alkaline 
solutions. It does not react with metallic magnesium 
suspended in ether, but on heating with soda lime 
to 250° unsaturated hydrocarbons and a little fatty acid 
are formed. Boiling with aniline removes most of the 
chlorine with formation of complex bases which have not 
been closely characterized. ‘“Chlorcosane,” itself con- 
taining all its chlorine united to carbon, has, of course, no 
appreciable antiseptic action. 


Preparation and Stability of Solutions of Dichloramine-T 
in Chlorcosane. 

Chloreosane at room temperature can dissolve from 8.5 
to 10-per cont. of dichloramine-T. For wound treatment 
wv 7.5 to 8 per cent. solution is strong enough for all pur- 
poses and is most conveniently prepared as follows: A 
portion of the oil—for example, a quarter—is heated to 75° 
or 80° C. and the weighed amount of solid dichloramine-T 
is then added. The latter substance will promptly melt 
and dissolve in the warm oil, which is then at once diluted 
with the remainder of the oil and the whole well mixed. 
If necessary, the solution can be filtered, but with pure 
materials this is not required. The clear solution should 
be at once stored in small amber corked bottles and not 
exposed to unnecessary heat. 

‘Direct sunlight causes the most rapid decomposition of 
‘dichlovamine-T' solutions, and it should also be noted that 
blue glass bottles afford no protection, If kept in amber 
bottles, the solutions remain clear and retain their activity 
‘practically unimpaired for many weeks or possibly months. 
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Two preparations containing initially 8.7 and 8.9 per cent, 
dichloramine-T, kept for one month in corked amber bottles 
at laboratory temperature, contained 8.2 and 8.4 per cent. ° 
respectively at the end of that time. A similar oil exposed 
to direct sunlight for four days was completely decomposed, : 
while another sample incubated at 40°C. fell from 8 to 3 
per cent. in a month. Under ordinary conditions solutiong - 
which are protected from light by amber bottles and from 
contact with water or excessive heat may safely be used 
for two months or possibly longer. 

The clinical results of dichloramine-T dissolved in the 
new oil are similar to those already recorded by Lee, | 
Sweet, and others, and the same is true of its disinfectine 
action in the nasopharynx. The only difficulty that we: 
have thus far encountered is the fact that the high viscosity 
of the oil prevents its being readily sprayed with a hand 
spray, though this is easily accomplished with a power 
spray. The addition of about 10 per cent. of carbon tetra- ' 
chloride will reduce the viscosity of the mixture to a point 
at which it can be readily sprayed in an ordinary oil 
“atomizer.” This dilution has no deleterious effect on the 
stability of the solution and is unobjectionable for wound’ 
treatment. It appears desirable to add the carbon tetra-— 
chloride only to the oil used in the hand spray and to use 
the thicker oil undiluted for other modes of use. 
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A SKIN INK FOR RADIOGRAPHY, 
BY 
Captain N. S. FINZI, MB., 


ist LONDON GENERAL HOSPITAL. 


RaproLoGists have long been troubled by the thorough 
way in which some nurses endeavour to remove localiza- 
tion skin marks as soon as the patient returns to the 
ward; hence the need for a substance which will make an 
indelible mark on the skin, proof against rough treatment, 
has been acutely felt in this war. The properties required 
in such a substance are as follows: 

1. It should stain the skin such a colour that it will show up 
against iodine. 

2. The mark should be unaffected when rubbed with spirit, 
acetone, ether soap, or tincture of iodine. 

3. The mark must last, when covered up with dressings, at 
least five days, and longer if possible. 

4, The mark should be quickly and easily made, and making 
it should not hurt the patient, for it must often be placed on a 
part that is acutely intlamed and tender. 

5. The substance used for the mark must not damage or 
inflame the skin. 

6. The mark should he visible immediately it is made. 

7. The materials used must be obtainable. 

Condition 4 practically requires the use of a liquid 
applied with a brush, as the pressure of a pencil often 
causes considerable pain. The liquid should penetrate 
the skin well, and evaporate quickly, so that watery solu- 
tions are ruled out; and it is advisable, in order to save 
time, to have a single-solution marking fluid. 

Silver nitvate forms a good mark, but it turns white 
with iodine and is not easily seen. It cannot be seen 
when first applied, it must be used in aqueous solution, and 
it may cause a good deal of inflammation when developed 
in situ by photographic developer. ‘This substance eannot 
therefore be regarded as at all suitable. 

T experimented with a number of dyes without finding a 
thoroughly satisfactory one. <A solution of ferric chloride 
in alcohol, followed by a solution of haematoxylin in 
alcohol and ether, as suggested to me by Captain C. E. 8. 
Phillips, formed a satisfactory mark, but being in two 
solutions took some time to apply, and, as haematoxylin 
is no longer obtainable, it need not be further considered. 
The least unsatisfactory aniline dye was a solution of 
methyl violet** in acetone and water 50 per cent. followed 
by a painting with tincture of iodine. Aniline green alsa 
gave a fairly satisfactory mark when applied in the same 
way. 
es found that ferric chloride followed by pyro- 
gallic acid gave a grey mark, which gradually turned a 


* The ordinary indelible nencil appears to contain this dye. 
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fine black after five or six hours, and this mark lasted: more 
than double as long as the. iron-hacmatoxylin mark when 
exposed to the same conditiens. Further, the mark was 
unaffected by iodine, acetone, ether soap, ete., and could, 
in fact, be scrubbed with a nail-brush and cther soap 
two days after it was made without being completely 
removed. ‘ : : 

. Experiments were next carried out in order to obtain 
the fluid in one solution, and it was found that a mixture 
of the two solutions was quite satisfactory and seemed to 
keep well, showing no great tendency to oxidize even when 
kept in an open test tube. This is possibly due to a small 
amount of acid in the liquor ferri perchlor. from which 
it was prepared. The next points to find out were a satis- 
factory concentration and the best proportion of the in- 
gredieuts. The latter was determined by painting the 
skin with a mixed solution of known constitution, and 
then, when dry, painting marks on it of solutions of pyro- 
gallic acid and ferric chloride respectively. If one or the 
other improved the result the mixture was amended 
accordingly. The former point was disclosed by a series of 
comparative marks with different strengths. 

Different skins seem to vary in the degree to which they 
take stains and as to the durability of the resulting marks. 
Experiments with different solvents showed that acetone 
and incthylated spirit gave little difference in result on my 
own skin, the latter, however, was better than rectified 
spirit. .Owing to the greasiness of some skins it seems 
advisable to make: the fluid, at any rate in part, with 
acetone, though if this is not obtainable, methylated spirit 
may be substituted. 

The formula I finally arrived at was— 


Acid. pyrogallic. aa ate »» 1 gram 
Spirit. vini meth. : eco «. 10c¢.cm. 
Liq. ferri perchlor. fort. 2¢.cm. 


Acetone de ees nil 20 c.cm. 


This gives a concentration of 5 per cent. pyrogallol and 
2 per cent. Fe. ‘The solution is best kept in a bottle with 
a camcel's-hairv brush attached to the cork so that it can 
easily be painted on. The matk is a brownish-grey at 
first, but after a few hours turns a beithiant black. It 
fulfils the conditions set forth above. 





DRAINAGE vy. SCRAPING IN THE OPERATION 
OF CURETTAGE OF THE UTERUS. 
BY 
G. S. THOMPSON, F.R.C.S.EN«., 


RANDWICK, SYDNEY, AUSTRALIA, 





Tue object of this paper is to protest against the recent 
modification of an old and good operation, which is nothing 
but bad and is tending to bring a good operation into dis- 
credit. The new-fangled procedure is to dilate the cervical 
canal by a three-bladed dilator just sufficiently to allow 
the passage of a small curette, the dilatation being often 
to about the calibre of a lead pencil. In the original 
operation the canal was dilated as much as possible, and 
safe, to the size of the largest Hegar dilator. I shall give 
my reason for thinking that this is the proper procedure. 
Any benefit derived from the so-called operation of 
“curettage” is not from the scraping, but the drainage 
which dilatation to introduce the curette involves. Apart 
from removal of soft breaking down and loose mucous 
membrane by gentle use of the cuvette, I suggest that the 
‘results of the “curettage” operation would be at least as 
good if no scraping were done. ‘The persistency of 
leucorrhoea is due to the inadequacy of the lower opening 
of the uterine cavity to permit drainage of what is 
virtually an open abscess cavity. For the same reason 
it is absurd to treat whites with douches; the drainage of 
‘the uterus (without artificial interference) through the 
tightly-closed cervical canal into the vagina being in- 
adequate, the discharge tends to find its way along the 
path of least resistance to tubes and ovaries. If the 
condition is analogous to the persistent discharge of an 
_inadequatcly drained abscess cavity and a condition de- 
.manding prolonged drainage, it seems obvious that to 
dilate the vent to such a slight degree that it rapidly 
closes again is absurd. We must revert to the old Hegar 
* méthod, amplify it and not worry too much, if at all, about’ 
-acraping; drainage is the important thing, and dilatation 
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must therefore be thorough, must be maintained for an 
adequate time, and the surgical principle of making the 
drainage opening at the most dependent part must not be 
disregarded. ‘The cervical tissues must be rendered soft 
or the operation commenced after preliminary use of a 
laminaria tent, or following the period. ‘The cervical 
canal must then be dilated to the full’ Hegar size. If the 
curette be used, ib must be. gently. I have found that 
application of iodized phenol makes little difference; if it 
is of benefit, I imagine it acts not by destroying germs 
but by determining blood to the part, and thus favouring 
the flow of serum. The cavity of the uterus being wiped 
out, one of the. tubes illustrated should be inserted to 
maintain the dilatation and be used for a few days or a 
week. <A thiodine pessary is inserted in the vagina, and 
then a little gauze, and the patient put-to bed ; the top end 
of the bed is raised on blocks to facilitate drainage from 
the uterus. As soon as the patient is able she gets up and 
remains up, so as to place the drainage opening at the 
most dependent part. Using this operation for drainage 
instead of scraping I have had the most gratifying results. 
If the drainage tube tends to fall out, a small amount of 
iodoform -gauze is placed at the top of the vagina. Every 
night for about two to three weeks, when the patient goes 

to bed, a thiodine pessary is placed in the vagina. 
The tube is a modification of a tube for which I am 
indebted to a previous contributor to the Journa. It is 
about 2 inches long, slightly flanged 





< at the vaginal end. At the upper 
LA third (uterine end) there is a slit to 
4 5 allow of the escape of exudation, and 





about three-eighths of an inch from 
the end around the tube is a ring to 
prevent the tube coming out of the 
cervical canal. At the flanged end 
is a small aperture for a silk thread 
to allow of casy extraction. Tubes 
have been made in five sizes, 
uterine diameters 3/16, 4/16, 5/16, 
6/16, 7/16 of an inch, by Messrs. 
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A. Slot. B, Reten- Allen and Hanburys. The smaller 
tion ring. C, Flange. ‘ ae “ 
in Ceiba: dee ale: tubes could be used for drainage 


in leucorrhoea without an operation 
after preliminary dilatation by a 
laminaria tent. Many cases of whites can be cleared 
up or improved by such procedure if the drainage is 
maintained for a suitable time. Instead of curettage we 
might call this operation drainage of the uterus. It is a 
valuable prophylactic operation against damage of ovaries 
and tubes and the necessity for their mutilation and 
removal later. The tubes will also prove of valve in main- 
taining dilatation for spasmodic dysmenorrhoea. 


E, Interior tube. 








| Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


MILK SUBSTITUTES FOR THE SICK. 
Ix view of the present scarcity of milk it seems urgent 
that we should reconsider our present custom -of feeding 
sick adults ona diet more or less composed of milk. There 
are, of course, many for whom it is essential. On the 
other hand, there are great numbers for whom it is not 
necessary aud some for whom it is not even desirable. 
Indeed, there are not a few to whom it is repugnant. 

In a hospital dietary before me the dict of every patient 
contains 1) to 3 pints of milk daily, unless specially 
ordered otherwise. Now, is there any real difficulty in 
giving a digestible and sufficient dict without milk toa 
large proportion of these invalids—let us say, to many 
surgical, cardiac, and mild febrile cases? ‘The fashion i: 
to a great extent only of recent origin, and a peculir rly 
British one. We have not, indeed, the advantage our 
Continental friends possess in their light and harmless 
bouillons, potages, and ptisanes, nor are our patients (un- 
fortunately) accustomed to them, nor have they the mild 
non-imtexieating breakfast beers of our forefathers, but 
the. chief reason for tic popular use of milk as a staple 
foedefor the sick, apart from its harnilessness anck digesti- 
bili€y, is the case of-preparing it, which saves -s6 much 
work: to friends and purses in a sick hcuse. In many cakes 
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it involves. no troublesome prescription or cooking at all. 
However, it is neither a perfect food for adults nor is it 
always well digested, and the dangers of contamination 
are considerable. Patent foods we have in abundance, but 
their cost is scrious and, to poor patients, often prohibitive. 
They are very well as an addition to the staple food ov in 
special cases. i 

I recently asked an educated Chinese gentleman what 
they fed their patieats on in China, where, as in many 
countries, milk was unobtainable. His reply was briefly, 
“ Rice boiled to a liquid and suitably flavoured.” To some 
extent only would this meet our needs. 

The ordinary sick person requires a food which is liquid, 
and therefore casy to take, one very easy to digest and 
without a strong flavour, one especially which is cheap and 
easy to prepare, but it nced not in many cases supply a very 
large amount of nutriment, particularly in brief illnesses or 
where the patient is allowed to supplement it with bread, 
farinaceous puddings, eggs, butter, meat juice, or fish. The 
use of milk for children, or for tuberculous, renal, and 
mavrasmic cases is another matter, and to such as these it 
might be restricted. + 

Pulped rice can be made very similar to milk in appear- 
ance and flavour, but the protein and fat are extremely low. 
One of the best substitutes for milk in this country is a 
preparation of oatmeal with or without maize. If 4 oz. 
of. rolled oats are thoroughly boiled and then—a, little 
diastase having been added—allowed to stand in a warm 
place, some 5 to 10 per cent. of the starch is converted 
into maltose. If they are then strained, and water is 
added to a pint or a pint and a half, we gét a liquid very 
like milk. ‘The bitter flavour of gruel is to some extent 
got rid of by the malting process, and the slight sweetness 
renders it palatable.’ If we got the whole full value of the 
oats in liquid form we should have 460 calories, or more 
than that of a pint of milk, but in any case we have 
a nutritious and easily digested liquid food. 

Ground rice treated in the same way is.cven better in 
colour and flavour, but we cannot expect the same nutritive 
value. The same may be said of wheaten meal when 
boiled, malted, and strained. Under the present regula- 
tions it is impossible now to obtain ready malted oatmeal 
which would shorten the process of making oaten milk. ° 

However, this is only one of many ways in which we 
might obtain a substitute for milk for many of our sick. 
if some satisfactory method was agreed on, it should be 
easy to get it ready-made from a communal kitchen or 
private firms at a price much less than that of milk 
to-day. 

Clifton, Bristol. Grorce Parker, M.D. 
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TWO CASES OF FILARIASIS. 

Tue interest of the following two cases lies in the fact 
that they are, I believe, the ‘vst recorded from the Hedjaz 
ov Red Sea littoral of Arabia, and that they are samples of 
cases which, on inquiry, I find to be very common in that 
area. One informant told me that in Jeddah there were 
hundreds of people with enlarged testicles and swelling of 
the scrotum. 

Mosquitos (Culex, Stegomyia, and Anophelines) abound 
in Jeddah, and, apart from the local reservoir of infection, 
fresh sources become available each pilgrim season, when 
many pilgrims from Central Africa, where filaviasis is rife, 
pass through. 

It is curious that at Suakin, on the Sudan Red Sea 
littoral, where the conditions are practically identical with 
Jeddah, even to it being a town through which many 
pilgrims pass, the disease is unknown. 

CASE I1.—A male Egyptian, aged 40, a greengrocer, who had 
lived in Jeddah all his life, except for a visit to Egypt eight 
years ago, complained of a swelling in the right side of his 
scrotum, which, when it first appeared five years ago, was 
painful, but subsequently only caused inconvenience on account 
of its weight and size. There was a, history of two attacks of 
yonorrhoea twenty-three years ago, and of attacks of fever 
lasting for a few days at atime. The patient, who appeared in 
good health, was found to be suffering from a large right 


ixdrocele with some thickening of the cord; the left testicle . 


nnd cord appeared normal. At the operation the parietal and 
visceral tunica vaginalis testis was found thickened, indurated, 
and ecchymosed, and the contained fiuid was blood-stained and 
cloudy. 

CASE 11.—A male Jeddawi, aged 35, a porter, who had lived at 
Jeddah all his life, complained of what he thought was a right 
inguinal hernia of seven years’ duration. Patient appeared in 





robust health, and in the right inguinal region, extending from 
the interior abdominal ring to within an inch of the top of the 
testis, was found a tense swelling with no impulse on coughing 

On lying down the swelling got smaller but did not disappear ; if 
then seemed to be fluid confined in a thin-walied half empty 
sac. The remainder of the scrotum and contents appeared 
normal, No obviously enlarged lymphatic glands were felt, the 
urine was normal, and there was no swelling of lower extremi- 
ties. A lymphocele was diagnosed, and patient advised that no 
operation was advisable unless a hernia should develop later, 


The blood of both these patients when drawn at night. 
time was found to contain embryos of F’ilaria bancrofti— 
in that of Case 1 about three to four to a drop, in that of 
Case II as many as ten to fifteen. No embryos were found 
in the blood drawn during the day. 

Two other patients from Jeddah came for treatment at 
the same time as the above, one with a double hydroccle 
with thin-walled sac and clear fluid, and the other with a 
large right lymphocele, small right hydrocele, and some 
epididymitis of the left testis due to a recent attack of 
gonorrhoea. The lymphocele had been noticed for twelve 
years. 
condition was not recognized previous to operation. 

No filariae were found after repeated examinations of 
the blood of these patients, although, at any rate in thé 
case of the lymphocele, I suppose that at some time or 
other they must have been present. 

Nort E. Warterriexp, M.B., B.S.Lond., F.R.C.S.Eng,, 
Senior Medical Inspector, Medical Department, 
Sudan Government, 


DIFFICULT LABOUR CAUSED BY DISTENDED 
FETAL VAGINA. 

I au indebted to Dr. Young (Musselburgh) for permission 

to publish the following-note: 


A primipara, aged 21, eight and a half months pregnant, com- 
plained of swelling of the legs, and stated that she had_pot 
“felt life’? for about'a fortnight. On examination the abdomen 
appeared satisfactory and fetal heart sounds were made out; 
the urine contained 9 parts per 1,000 albumin. Two days later 
she was confined. The labour was simple as far as the head 
was coneerned, but it seemed impossible to deliver the body on 
account of the large size of the child’s abdomen. However, 
after using powerful traction, the difficulty was at last over- 
come, the distended abdomen producing an incomplete tear of 
the perineum. The child was stillborn. The mother made an 
uneventful recovery, and the albuminuria rapidly cleared up. 


Post-mortem Examination of Fetus. 

Unfortunately this had to be carried out very hurriedly a few 
minutes before the funeral. The anus was imperforate. On 
opening the abdomen a mass about the size-of a child’s head 
presented in the incision; this represented the pelvic organs, 
which were bound together by adhesions: The peritoneal 
cavity contained a considerable quantity of clear amber fluid. 
On incising the protruding mass at least 60z. of clear deep 
amber fluid escaped with a few flakes. The liver, kidneys, and 
spleen were healthy ; the mass of pelvic organs was removed for 
examination. The specimen was found to consist mainly of a 
very greatly dilated double vagina, a bicornuate uterus, and the 
bladder and rectum. The two uterine bodies were distinct, 
somewhat dilated, and each had a Fallopian tube and ovary 
attached, the appendages being normal. ‘I'he two cervices and 
vaginae were separated by a septum. The former were not 
well developed, but were represented by a sort of pocket at the 
upper part of each vagina, the position of the os being markeil 
by a erescentic ‘shelf ’’ in each case. The urethra was buried 
in the septum between the two vaginae, and a narroa passage 
from the rectum was found running down in the septum; the 
vaginal walls showed distinct rugae. Unfortunately the ox- 
ternal genitals had not been removed with the specimen, but 
from the fact that the vaginae were so greatly distended with 
fluid it is reasonable to suppose that they were imperforate. 


The case is of interest principally from the rarity of 
a fetal vagina being so distended as to produce difficulty 
in parturition, and also in showing completely separate 
development of each of Miiller’s ducts. The lack of 
development of the cervices is curious, as they are usually 
developed out of proportion to the body of the uterus in 
the fetus. 

Edinburgh. 


AT a meeting of the American National Academy of 
Science, held at the University of Pennsylvania recently, 
Dr. Simon Flexner announced that a substitute for 
salvarsan had been prepared at the Rockefeller Institute. 
The new drug, which is at present known as ‘ A-189,’’ is 
an organic arsenical compound which is said to be free 
from some of the disadvantages of salvarsan, and in par- 
ticular to be less poisonous. It can also be produced very 
econonically, the cost being about 5 cents a dose, 


Sypyey B. Fauixner, M.B., Ch.B.Edin. 


The patient was operated on, as the nature of the - 
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WOUNDS OF THE SKULL AND BRAIN, 
Aone the recent additions to the Collection Horizon is 
a volume! dealing with wounds of the skull and brain by 
MM. Cuatetin and De Martet. It is based on an experi- 
ence of 5,000 cases treated at the Salpétriére at Paris, an 
experience probably quite unique not only in the numbers 
treated, but also in the facilities for careful examination, 
diagnosis, and treatment. The authors lay great stress on 
the minute and accurate examination and record of the 
wounded man, starting with the exact circumstances in 
which the wound was received and the first symptoms 
noticed, followed by a detailed account of the progress of 
the case and the nervous symptoms presented. After sum- 
marizing the signs common to all wounds of the skull, a 
description is given of those produced by wounds of the 
frontal lobe, of the Rolandic area, of the temporal, the 
parietal, and the occipital lobe, and of the cerebellum, 
and the anatomy of the various structures of the brain 
is described. Such complications as meningitis, cerebral 
abscess, and epilepsy ave next dealt with, and the effects 
of the presence of foreign bodies discussed. The chapters 
dcaling with treatment are excellent, and will well repay 
careful study. The authors hold that urgent operations 
such as are so often necessary for abdominal wounds are 
rarely required, and that gunshot injuries of the skull 
should be moved to a station where they can remain con- 
tinuously under the care of the surgeon who performs the 
operation. Local anaesthesia is advocated, the advantages 
claimed being (1) that the silting posture, which is the 
ideal, is practicable in the majority of cases; (2) that 
haemorrhage is diminished; (3) that post-anaesthetic 
vomiting is abolished. Anaesthesia is produced by novo- 
cain combined with adrenalin. The patient sits in a 
gpecial chair with a head rest. The authors’ method of 
avoiding haemorrhage is ingenious, and is stated to be 
effective. Quadrilateral flaps are made, an assistant 
presses tho scalp on one side of the proposed incision 
vigorously against the bone with the ulnar: border of his 
hand, and the surgeon does the same on the other side. 
After the incision is made and before the pressure is re- 
moved, the external aspect of the wound is seized in 
special forceps with a T-shaped end capable of grasping 
about lin. of tissue; the same procedure is repeated on 
the other two sides of the flap; the fourth side, on which, 
of course, there is no incision, has previously been underrun 
with a haemostatic suture, and thus all bleeding is avoided. 
The authors insist that a craniectomy, to be satisfactory, 
must be carried out quickly without undue concussion or 
shaking of the patient’s skull, and without any injury to 
the brain or dura mater. To carry out these principles 
they make use of several ingenious instruments. No 
mallet or chisel is employed. They make their bone 
section from within outwards. First, four sma!l holes, 
14mm. in diameter, are made with a special form of per- 
forator, then a grooved steel elastic band (Marion’s pro- 
tector) is passed from one corner to another, along this a 
Gigli’s saw is guided, and the bone sawn through. This is 
done on three sides, and the fourth is raised without being 
actually broken by means of an instrument called le Brise- 
base, which consists of male and female parts fitting into 
one another, and worked by meansof a screw. The female 
piece ends in a flat portion, which is slipped under the top 
of the bone flap; the male blade, which terminates in a 
point, is placed on the skull just above the bone flap. 
When the screw is turned sufficient force is exerted to 
break the bone away at the base. The authors insist on 
the greatest care in avoiding further injury to the brain 
- when removing splinters of bone and pieces of metal. 


Minute fragments are sometimes best removed, they say,. 


by simple prolonged irrigation with warm physiological 
serum. Full details of the treatment of all conditions 
likely to be met with and of the accidents and complica- 
tions of operation are described. The book can be highly 
recommended as a most valuable treatise on this particular 
branch of war surgery. It bears the impress of skilled and 
practical observers and operators. 


1 Blessires du Crane et du Cerveau. By Ch: Chatelir and De Martel. 
Paris: Masson ct Cie. 1917. (Demy 8vo. pp. 275; with 100 illustra- 
tions. 4 francs. 
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NEUROLOGY. 
At the present time, when the attention of practitioners 
is continually directed to fresh problems in the diagnosis 
and treatment of nervous disorders, it is essential that the 
student of medicine should obtain a thorough grasp of the 
principles and practice of neurology. The appearance of 
A Manual of Nertous Discasez,2 by Dr. Invinc J. SPEAR, 
is, therefore, particularly opportune. The book, designed 
for the use of the general practitioner and student, begins 
by a systematic description of the anatomy and physiology 
of the nervous system. ‘The section on anatomy is 
excellent and deserves especial praise, the more so as 
most writers on nervous diseases are apt to give but scant 
attention to the subject. ‘The busy practitioner who 
wishes to obtain an insight into some special condition 
can hardly be expected to delve into the dusty volumes 
of his student days to look up a point of anatomy. The 
Ty has appreciated this fact and given him the help he 
needs, 

For the proper understanding of the science of neurology 
three things are necessary: First, a knowledge of struc- 
ture, that is, anatomy; secondly, ability to correlate 
pathological signs and symptoms with damage to a par- 
ticular structure; and, lastly, familiarity with the diseases 
met with in neurological practice. The author rightly 
insists on the fundamental importance of anatomy, but we 


wish that he had seen fit to devote a little more space to- 


the study of function. The few paragraphs on physiology 
contain scarcely more than may be found in any textbook 
on that subject. What is wanted, and what is especially 
valuable to the student, is the translation of physical signs 
into pathological lesions. We want to be told that spas- 
ticity, increased deep reflexes, and extensor plantar. re- 
sponse are characteristic of lesion of the pyramidal tract; 
we would fain know something of the diagnostic signifi- 
cance of diplopia, or of how to distinguish the paralysis 
of a cranial nerve from lesion of its nucleus. True, a 
certain amount of information of this nature is given 
scattered in various sections of the book, but usually only 
in incidental fashion, and not in a manner calculated to 
call the student's attention to its in:portance. 

The description of the various diseases of the nervous 
system is well done, the chapters being short and to 
the point. The work is eminently. practical, theories 
being left ont as far as possible. Diseases of simpler 
structures, such as peripheral nerves and muscles, are 
dealt with first, the more complicated disorders - of 
ductless glands and vasomotor system, and the tropho- 
neuroses being Ieft till the end. ‘This  arvange- 
ment, although in many respects good, occasionally 
leads to anomalies in classification. For instance, 
the author includes progressive bulbar paralysis under 
diseases of the muscular system, while progressive 
muscular atrophy and amyotrophic lateral sclerosis, which 
he describes as separate diseases, are placed uuder the 
heading of spinal cord. The subjects of hysteria and 
neurasthenia are ably and fully dealt with, the vexed 
question of psycho-analysis being ‘treated in a sane and 
rational manner, and the dangers of this method in 
inexpert hands insisted on. A detailed account of treat- 
ment is given wherever possible, and should’ prove of 
much value to the practitioner. 


. The publication of a second edition of Diagnostic 
Symptoms in Nervous Diseases* is proof that the volume 
holds a place of its own among textbooks of neurology. 
Dr. Hunt's aim is to give as shortly as possible the salient 
points and leading symptoms of the principal ‘nervous 
diseases. This being so, we venture to think that the first 
chapter, containing over thirty pages of instructions for 
the examination of a nervous case, is somewhat unneces- 
sarily detailed. For example, with reference to the pre- 
vious history of the patient, he says: “ Begin with the 
mother’s pregnancy, labor, and delivery. Make a careful 
study of the infancy, the age at which the patient walked, 
talked, and tecthed; the mode of feeding and bringing up 





2 A Manual of Nervous Diseases. By Irving J. Spear, M.D., Professor 
of Neurology at the University of Maryland, Baltimore. Philadelphia 
and London: W. B. Saunders Co. 1916. Post 8vo, pp. 660; 172 figures 
12s. 6. net.) - r ‘ : 

8 Diagnostic Symptoms in Nervous Diseases. By Edward Livi 
Hunt, M.D., Assistant Professor of Clinical Neurology, Coleen 
Ba og nga meg pe Kou Youk City, eg. Second edition revised. 

iladelphia and London: . B. Saunders Co. 1917. (Dem: 
pp. 292; 64 fi¢ures. 8s. 6d. net.} ¥ ge rr er 
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the child; the progress of the child at school; then the . 


home life of the indivi? al, together with the bringing up, 
diseases and incidents cf the next twenty years.” This is 
but a small portion of the investization we are directed to 
make. The book consists very largely of lists of diseases 
in which some special symptom occurs. Unfortunately, 
this method of instruct ‘son, useful as it undoubtedly is for 
exaniination purposes, is open to the objection that it does 
not give the student any real insight into the origin and 
cause of the symptom described, and that often diseases 
are grouped together wich have tiothing in common. The 
author is apt to sacrifice accuracy to brevity. The sym- 
ptom of dwarfism, for instance, is dismissed in the one 
sentence: “ Dwarfism usually means cretinism.” Achon- 
droplasia, which in England, at any rate, is the commoner 
condition, is not mentioned. Again, we do not think that 
muscular dystrophy should be grouped as a disease of the 
spinal cord. These defects are unfortunate, for when the 
anther turns from his lists and tables to a more descrip- 
tive style he gives us some really good reading. The 
chapters on tremors, aphasia, and cerebro-spinal fluid are 
excellent. We wish that he had brought the whole volume 
up to this level, and so made it a work of scientific value 
rather than a cram-book for examination candidates. The 
illustrations are clear and well chosen and are an attractive 
feature of tl:e book. 

ARMY GENERAL HOSPITALS. 
Lievr.-Coronen P. Mrircnetn has edited, and partly 
written, a useful little work on the administration of Army 
General Hospital Administration under active service 
conditions.‘ The information which it conveys is based 
upon the experience of the present war, which has made 
necessary the revision of much that was thought to be 
accepted kuowledge. While the general principles have 
largely held good, their practical application has had to 
he constantly modified under the stimulus of new methods 
of treatment and new conditions of warfare. The notes 
compiled by Colonel Mitchell and his colleagues serve a 
double purpose: they furnish a short guide to the adminis- 
tration and hygiene of a hospital camp, and they indicate 
to those who are aiready experts in these matters certain 
possibilities of improvement upon the present high standard 
of efficiency. 

A critical attitude, when not overdone, is to be welcomed 
in a work of this kind; the usual fault is reverence for the 
established order of things. No manual on_ hospital 
administration by an officer of the regular army would 
be likely, for instance, to state bluntly that “the first 
military reason in determining the rank of a clinical officer 
should be his fitness from experience to perform specialized 
duties and not length of service in the army ” ; nor perhaps 
would such an author, whatever his private opinion, lay 
down the proposition that “No medical officer. should 
have duties which can-be performed by a. N.C.O. or a 
non-medical officer; nor should medical duties of a 
commonplace nature, or of only clerical medical value, 
be performed by medical officers possessing valuable 
clinical experience—for example, M.O. ic of dépdts of 
medical stores, registrar in a general hospital.” But 
Colonel Mitchell is not deterred by respect for authority 
from saying such things. The same note of implied 
criticism is apparentin Major G. H. Colt’s suggestive con- 
tribution on the organization and equipment of the surgical 
division. The section on camp sanitation, by Captain 
Robert Richards, gives an excellent summary of the 
subject within the small compass of thirty pages; while 
Major A. W. Falconer’s short chapter on the medical 
division has some sound remarks on the importance of 
case sheets. Both he and Major Colt protest against 
frequent changes of medical personnel—always a thorn in 
the side of administrative officers. 

On this subject Colonel Mitchell gocs even further: 
“ Junior officers possessing specialized clinical experience,” 
he maintains, “ ought not to be rcposted from ward duties 
to regiments or field medical formations, where their 
clinical value is not exercised, simply because they happen 
to be young; and if transferred on the plea of urgency, 
they should be returned as soon as possible.” In another 
chapter he says that general practitioners are relatively of. 
“*¢ Memoranda on Army General Hospital Administration. By 
various authors.- Edited -by P. Mitchell, M.D.Aberd., Lieut.-Colonel 


R.A.M:CA(T.F.). London: Bailli¢re, Tindall, 2nd Cox, 1917. . (Demy 
8yo, pp. 109; 8 illustrations. 5s.) 
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more value to the civil community than to the army, and 
ouglit, therefore, to be the last group to be enlisted in 
numbers. Even those most disposed to accept the truth 
of this may be left wondering how Colonel Mitchell would 


maintain the supply of. regimental and field ambulance 


medical officers in face of the demand, 


THE PRINCIPLES OF RATIONAL EDUCATION, 
In the reconstruction after the war education will be in 


the melting-pot, and it is only right that, among other 


voices, that of the medical profession should be heard. 
From his ripe experience of Cambridge, Sir Clifford 
Allbutt expressed his views on the aims and objects of 
education in the educational supplement of the Times, 
and thereby stimulated Dr. Mercier to expand an in- 
tended magazine article into a small book on The 
Principles of Rational Education’ The main aim of 
education is to fit the child for his life by the formation of 
character, by inducing clear thinking and accurate ex. 
pression, and by imparting a knowledge necessary to 
action. While freely admitting that, as tested by the 
ordeal of the war, the character of British manhood and 
womanhood has gencrally come out admirably, Dr. 
Mercier trenchantly condemns our system of education in 
some of its aspects. He is merciless in his condemnation 
of the classical routine as a means of teaching English, 
holding that it is a fallacy to say that it engenders a good 
literary style, and forcibly insists that the public schools 
do not furnish boys with any knowledge at all. His 
criticism is highly destructive, but he is careful to be 
constructive also, and after a study of the child a reasoned 
account is given of how he should be progressively taught 
movements, speech, writing, and be shown first how to do 
things, and only later to know details. Children should 
be taught to think, and incidentally John Hunter’s “ Don’t 
think, try,” is converted into “When you have thought, 
try,” and the sound maxim inculcated, “It is no use trying 
to teach a child anything unless you can interest him in 
it.” The natural tastes and abilities of children should be 
seriously taken into account in deciding on the course of 
instruction, and, most important of all, the method of 
teaching should be reformed. Dr. Mercier writes very 
strongly because he feels very strongly, and, as it is 
impossible to make an omelette without breaking eggs, it 
is unlikely that he will escape hostility from the teaching 
profession, whom, it must be admitted, he does not go out 
of his way to conciliate. His conclusions are keen, 
refreshing, and, if iconoclastic, still essential, true, and 
wholesome. :; 
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NOTES ON BOOKS. 


THE Ministry of Munitions has issued a small handbook 
entitled the Health of the Munition Worker. It is founded 
upon a scries of memoranda issued from time to time 
during the last two years by the Health of Munition 
Workers Committee. Sir George Newman, the president 
of the committee, in a preface to the handbook, says that 
its purpose is to state in a brief categorical and somewhat 
dogmatic form the principal steps which must be taken to 
maintain the health and efficiency of the worker. It is 
intended to serve as a guide to directors, managers, fore- 
men, and others in authority in munition works, but many 
of the suggestions it contains have a bearing on problems 
arising in other industries. It contains a number of 
photographs showing the costumes for use in particularly 
dangerous trades, the general appearance of kitchens, 
storerooms, and serving rooms in canteens, and a works 
surgery. It also contains a number of plans for canteen 
buildings and sketches of various fittings, including a set 
showing avariety of types of seats for use while at work. 
The appendices contain a list of canteen equipments, an 
order made last September with regard to the provision of 
first aid, a copy of the ‘‘rules for the use of trinitrotoluene,”’ 
and some other official information. The book, which is 
provided with an index as well as a table of contents, will 
be found very useful for consultation by persons having 
any responsibility with regard to the health and welfare 
of munition workers. 








5 The Principles of Rational Education. By Charles A. Mercier, 
M.D., F.R.C.P., F.R.C.S. London: The Mental Culture Enterprise, 
1917. (Cx. 8vo, pp. xi + 87. 2s. 9d. net.) ; 

6 Health of the Munition Worker. 1917. London: H.M, Stationery 
Office. (Pp. 133. 1s. 6d. net.) ; 
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The British Red Cross Society has issued a small Manual 
of Splints and Appliances for the Treatment of Bone and 
Joint Injuries,’ prepared for the use of the United States 
army, and formally approved last September. It was 
compiled by a board of medical officers. It is primarily 
intended to enumerate, describe, and illustrate certain 
simple types of apparatus all very generally applicable, 
and to encourage standardization. In this matter of the 
provision of splints the administration is in a dilemma ; on 
the one hand it would be very undesirable to discourage 
ingenuity in the devising of improvements. in splints, and 
on the other the multiplication of types of splints causes 
serious difficulties in supply. In an introductory note, 
written for the edition issued by the British Red Cross 
Society, Surgeon-General Sir George Makins says that ‘‘ no 
advance or new procedure in military surgery has con- 
tributed in a greater degree to the well-being, comfort in 
transport, and general success in results attained, than the 
extended adoption of splints of the H. O. Thomas type,”’ 
and our readers will remember a paper by Major Osgood, a 
member of the committee who prepared this handbook, 
published in the JOURNAL of October 13th, 1917, in which 
he described some adaptations of the Thomas splints to 
special conditions, remarkable for their ingenuity and 
simplicity. The committee expresses the belief that ‘* with 
the three types of wire-ring traction and counter-pressure 
fixation splints embodying the Thomas principle, the Jones 
‘cock-up’ ‘crab’ wrist splint, the long interrupted Liston 
splint with adjustable footpiece, an anterior thigh and leg 
splint, Hodgen type, the Cabot posterior wire splint, the 
wire-ladder splint material, light splint wood, and plaster- 
of-Paris bandages and Bradford frames, treatment of all 
bone and joint battle casualties may be efficiently carried 
out at the front, and if necessary in base hospitals.’’ 


A portfolio containing a description, copiously illus- 
trated , of No.-7 (Queen’s) Canadian General Hospital has 
been issued. The hospital has had the support not only 
of the Red Cross Society in general but of the branch in 
Kingston, Ontario, and the Queen’s University in particular. 
The offer to raise it, made in November, 1914, by Colonel 
Etherington, C.M.G., at present in command of it, was not 
at once accepted, but at the end of March, 1915, the 
medical faculty at Queen’s University resolved to give its 
support and assistance, and students from all faculties 
effered themselves. The unit left Canada in May, 1915, 
with an establishment sufficient to provide for 200 patients. 
Shortly after arriving in England the accommodation was 
doubled, and the necessary additional personnel was 
yaised in Kingston, and joined the unit in July. On 
August 14th a 600-bed hospital was opened at Cairo, and 
the additional personnel was again recruited in Kingston. 
At the close of the Gallipoli campaign the hospital moved 
to France and conducted a hospital of 1,040 beds under 
canvas during the Somme offensive. In November, 1917, 
the hospital, on another site in France, provided accom- 
modation for 2,500 patients, and had apparently come to 
the end of its travels. 


The essay on The Psycholoqgy of War,’ by a lecturer on 
medical psychology at Cornell University, was mainly 
written in 1916, but there is-a short chapter on ‘* America 
at War.”’ Dr. MACCURDY is convinced that peace will be 
aecelerated by a more widespread understanding of the 
psychology of war, which is compared to insanity and, 
like it, occurs. explosively after periods of quiet. Freud 
and Trotter are probably the only psychologists whose 
hypotheses are not essentially tautological, and accord- 
ingly psycho-analysis and the herd instinct only need 
serious consideration. Freud considers that civilization 
has repressed man’s prinitive instincts, which are con- 
stantly striving for an outlet in war; whereas, according 
to Trotter, man is instinctively a herd animal, and when 
his gregariousness becomes aggressive war is imminent. 
The author combines these two hypotheses to explain war; 
as a result of the herd instinct, which makes man accept 
the opinions of those immediately around him—herd or mob 
suggestion—the actions of his group only seem right, and 
antagonism to the other groups occurs; and then man’s 
primitive instincts assert themselves. Education is, he 
thinks, the remedy for war, just as preventive psychology 
is for insanity ; instincts act unconsciously, but if a man 
is so educated as to know himself and recognizes and 
controls his instincts, there is hope that in the future war 
may be prevented. 


Oise 





7 Published for the British Red Cross Society. London: Hodder and 
Stoughton. Oxford University Press: Henry Frowde. (2s. 6d. net,) 

« 8The Psychology of War. By John T. Mact'urdy, Lecturer on 
‘Medical Psychology, Cornell University Medical-Sehool, New York. 
ee gale William Heinemann. 1917. (Cr. 8vo, pp. ix + 68. 2s. 6d. 
net. 
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The fourth edition of Professor SAYRE’s Manual. of” 
Organic Materia Medica and Pharmacognosy,® a work 

that has been used in America for-nearly thirty years, is a» 
handsome and well arranged volume in which the materia : 
medica of the ninth revision of the United States Pharma- . 
copoeia is discussed from what may be’ -deseribed.as ; 
primarily a botanical point of view. The volume is, 
divided into four parts. The first of these gives a classi- 

fication and conspectus of the various drugs employed, - 
official and unofficial; the second, extending to 410 pages, . 
gives a description of these drugs, and is illustrated with” 
many botanical pictures; and the third contains an account. 
of the insects injurious to drugs, a matter of no little im- 

portance to the druggist whether wholesale or retail. The“ 
fourth part describes the methods of recognizing powdered : 
drugs, largely by the use of the microscope. : 





9A Manual of Organic Materia Medica and Pharmacognosy. By. 
Lucius E. Sayre, B.S., Ph.M. Fourth edition (revised)... Philadelphia : 
P. Blakiston’s Son and Co. 1917. (Med. 8vo, pp. xviii+606; 302 figures,. 
4.50 dollars net.) 
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PNEUMONIA AND ITS SERUM TREATMENT. 


For some years the special study of pneumonia, which has 
been in progress at the hospital of the Rockefeller Insti+ 
tute, New York, under the direction of Dr. Rufus Cole, 
has added much to knowledge and has inspired work on 
the same lines elsewhere in the United States. A number 
of reports on the subject have appeared recently and 
deserve attention. 

Analysis of 454 cases of lobar pneumonia in the Rocke- 
feller Hospital during the past five years is of interest in 
connexion with the types of pneumococci which, as will be- 
seen later, have an important bearing on the treatment b 
antipneumococcic serum; Type I was responsible for 33 
per cent., Type If for 29, Type III for 13; Type IV for 20, 
and atypical forms of Type II for the small remainder 
(Stillman'). At the Johns Hopkins Hospital, Baltiniore, 
54 cases of lobar pneumonia, investigated by Clough* 
between February, 1915, and September, 1916, showed 
that the percentage incidence of the types of pneumococci 
agreed very closely with those at the Rockefeller Hospital 
and elsewhere in America, except for the low percentage 
of Type II and the correspondingly high percentage of 
atypical Type II strains, whicly have only been recognized 
during the past two years. Incidentally it may be noted 
that the strain of pnenmococcus most frequently found in 
the pneumonia among the blacks in the Rand, South 
Africa, appears to belong to Type IV, and that F. 8S. 
Lister,’ who independently and practically simultaneously 
(1913) with Dochez and Gillespie in America separated out 
four types of pneumococci, has now described four moré 
types of pneumococci in South Africa in addition to those 
of the American observers. 

With regard to the pneumococci found in the mouths of 
50 per cent, or more of normal persons, Stillman shows 
that Type IV predominates, that Type III is frequent, 
that atypical forms of Type II are occasionally present, 
and that Types I and II are rare unless the carriers have 
been in contact with cases of pneumonia due to these 
types; thus among 184 normal persons intimately asso- 
ciated with Type | or II infections 11 per cent. carried 
pneumococci of these types, whereas among 297 persons 
without any history of contact, pneumococci of Types I 
and II were present in 0.8 per cent. only. 

The occurrence of pneumococci in the dust of houses; 
though of significance in the incidence of the disease; 
has hitherto attracted little attention. From the dust of 
rooms inhabited by patients or carriers of Types I or If 
pneumococci of the same type may be recovered, whereas 
in the dust of rooms not so inhabited the predominant 
pneumococcus is Type IV, Types ITT, 116 aud IIx being 
also present, whereas Types I and II are very rare. These 
data justify the conclusion that infection with Types I 
and II depend upon contact with a case or carrier of these 
types, the contact being either direct or indirect, that is to 
say, air-borne from dust. A 

An intensive study of blood cultures has been carried out 
at the Johns Hopkins Hospital by Sutton and Sevier,’ who 
made daily cultures in 66 cases of pneumonia from the day 
of admission until the rectal temperature fell below 100° F, 
A striking correspondence was thus brought out between 
the percentages of the positive blood cultures and of the 
mortality; in cases of pneumonia due to Type 1 the per- 








1 centage of positive blood cultures: was 45.8, and that of 
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deaths 41.7, and in pneumonia due to Type IV both per- 
centages worked out at 18.2. Among the cases with per- 
sistently negative blood cultures there were three fatal 
cases only, and two of these had very extensive consolida- 
tion. From observation of eleven cases of pneumonia 
(Type 1) treated by antipneumococcic serum at the Johns 
Hopkins Hospital, Bloomfield ® found that the serum pre- 
vents the occurrence of haemic infection, and that it 
sterilizes the blood when septicaemia has already arisen. 

In an investigation into acidosis and acid excretion, 
‘W. W. Palmer ® showed that in many severe cases of pneu- 
monia the urine contains a large quantity of an organic 
acid, the nature and significance of which are being made 
the subject of further research, but that acidosis as deter- 
mined by the combined CO, in the plasma is seldom, if 
ever, grave. 

In a paper containing several points of great interest 
Dochez and Avery’ find that the pneumococcus, which is 
not known to produce a soluble toxin, and the pathogenic 
effects of which are supposed to be due to an endotoxin, or 
to split protein products liberated on its death and dis- 
integration, dming its active growth throws out into the 
blood of experimental animals and pneumonic patients a 
soluble substance, possibly analogous to Bail’s aggressins. 
This soluble substance, which the authors are careful not 
to call a toxin, as they have not as yet been able to prove 
with certainty that it is responsible for the intoxication 
accompanying pneumonia, gives a specific precipitin 
reaction with the antipneumococcic serum corresponding 
in type to that of the pneumococcus infecting the patient. 
In cases persistently excreting the precipitable soluble 
substance in the urine resolution of the pneumonia is 
delayed, and its amount serves as an index of the severity 
of the infection; cases with large amounts prove fatal, 
whereas most of the cases that fail to show it recover. 
This precipitin test is not only of considerable prognostic 
importance, but it provides a rapid diagnosis of the type 
of pneumococcus responsible for the patient’s pneumonia. 
Cole,* writing, like Dochez and Avery, from the Rocke- 
feller Hospital, but without making any reference to their 
conclusions, shows that in pneumococcic -infection soluble 
substances (virulin or antiphagin), found especially in 
pleuvitic exudates but also in the blood, may fix and so 
remove from the blood the antibodies contained in anti- 
pheumococcic serum injected intravenously. In such 
eases the serum becomes effective only when the soluble 
substances have been neutralized, and hence in severely 
infected patients the serum should be injected carly and 
the initial. dose should be large. Agglutinin curves, 
which appear to be an index of any other specific 
antibodies in the blood, before and after the intra- 
venous administration of serum may explain why in some 
instances antipneumococcic serum fails to do good. Other 
and most important limitations of the antipneumococcic 
serum treatment are (1) that, as the types of pneumococci 
have in general a high degree of specificity, a homologous 
serum is necessary ; and (2) that while the immune serum 
against Type I is of great therapeutic value, the serums 
corresponding to Type II and others have as yet proved 
ineffective. The use of antipncumococcic serum should, 
therefore, be confined to cases of pneumococcic infection 
proved to be due to Type I. Cole and Moore® describe in 
detail the method of manufacturing this serum. Blake’s '° 
observations throw some light on the mode of action of 
antipneumococcic serum. As the serum retards the growth 
and metabolic activities of the corresponding type of 
pheumococcus, it has been thought that it does so in 
virtue. of an antienzymotic (or antiblastic) effect on the 
surface of the bacteria. But Blake shows that the in- 
hibitory and agglutinating powers run parallel, and that 
with the removal of the agglutinins the inhibitory in- 
fluence of the serum disappears. The inhibition of the 
metabolic activity of pneumococci, therefore, appears to be 
due to their agglutination and consequent inability to grow 
in intimate contact with the whole medium. 

In a number of instances intravenous injection of anti- 
pneumococcic serum was followed by a sharp reaction and 
chill, after which the temperature fell, but rose again; 
this sequence might be repeated after a further injection. 
Dochezz"' refers to 65 cases of pneumonia due to pneumo- 
coccus Type I treated by the homologous serum with a mor- 
tality of 7.5 per cent., or a reduction of 17.5 per cent. as 
compared with the mortality of 25 per cent, in cases of 
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pneumonia (Type I) treated on ordinary lines. Serum dis- 
ease is frequent after this treatment; it occurred in 7 out of 
Bloomfield’s 9 cases that lived long enough, was severe in 
5, and in a ‘case that received 1,100c.cm. a well-marked 
reaction persisted without intermission for thirty-seven 
days, in another case for twenty, and in a third for fourteen 
days. In two cases alarming anaphylactic shock occurred 
immediately after injection, although no evidence of hyper- 
sensitiveness had been given by the preliminary desensi- 
tizing injection. Among fifteen patients given anti- 
pheumococcic serum at the Peter Bent Brigham Hospital 
by Alexander three were known to be subject to horse 
asthma and had asthmatic symptoms after the serum but 
did not manifest serum disease, even after 350 c.cm., 
whereas the non-asthmatic patients nearly always showed 
serum reactions. 
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A DIETARY WITHIN THE RATIONS. 


Tue actual construction of diets conforming to the Food 
Controller’s wishes and at the same time providing 
adequate energy at prices within the means of working 
class families 1s extremely difficult. The accompanying 
table is a suggestion. The amounts of rationed articles 
are based upon the voluntary ration for an adult man 
on ordinary industrial work. The diet provides 3,258 
calories with 88 grams of protein and would cost at con- 
trolled maximum retail prices (tea at 4s. per lb.) 1s. 14d. 
daily. 

















Daily Amounts. | Calories, Prices (in pence). 

Breakfast : | 

Bread: ..... Be 455, 26502; 441 0.84 

Margarine sis, eee IOS: 56 0.19 

Oatineal ... baer SOBs 116 0.31 

Milk ‘pint | 51 0.50 

BBEAE: Ait 3 ae a. FOZ... | 57 0.19 

Tea i a: a —- 721 0.37 — 2.40 
Dinner: 

Bread .« ee er 202. 147 0.28 

Meat ae en eee 302 195 3.04 

Margarine asc: ” “ese SOBs ill 0.38 

Potatoes...  o. oo. lglb. 641 1.50 

Rice or flour .., eos 2 OF. 103 0.16 

Jam or syrup ... ewe 202. 30 — 1,227 0.28 — 5.64 
High tea and supper: 

Bread ~:... ve « 802. 588 1.13 

Meat eae gs LH 0%, 97 152 

Margarine ae ase ORs 167 0.57 

Potatoes... oceans, SED 320 0.75 

Mi ue eis es. 4 pint 51 0.50 

Sugar a. as ee -2 OZ 57 0.19 

Jam ost eee eke, RIOR: 30 0.28 

Tea iva Soe. ene TS — —1,310 0.37 — 5.31 

"DOUBIE) da. ie “een 3,258 13.35 





This diet as it stands is hardly sufficient, and no provision 
is made for green vegetables. If a margin of sixpence 
daily is allowed to cover the cost of cabbages and other 
greens and the addition of small quantities of fish, more jam, 
eggs, and cheese, when these articles are available, it would 
seem that 1s. 7}d. a day is sufficient to cover the cost of 
food alone. It is hard to see how the cost can be reduced 
further save by the substitution of more potatoes. 











BRIGADE-SURGEON JAMES DAVIDSON of Aberdeen, who 
died on July 26th, 1917, left personal property of the value of 
£49,763. He left £100 each to the Aberdeen Royal Infirmary 
and the Aberdeen Sick Children’s Hospital, and £50 each 
to the Maternity Hospital, Aberdeen, and the Royal 
Medical Benevolent Fund, London. 
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THE INDIAN MEDICAL SERVICE. 
Tue visit of the Secretary of State for India to that 
country, which is, we believe, an unprecedented inei- 
(lent, has been generally accepted as evidence that the 
British Government has come to the opinion that the 
system of administration in India needs overhauling. 
During the past generation or two it has become more 
and more centralized, owing partly to greater rapidity 
of communication so that the authority of a central 
department is more easily exercised, but partly also 
to the growth of the power of the central bureaueracy. 
These two influences have combined to stereotype 
methods and discourage originality. — 

The old idea, not peculiar to this country or to 
India, was that in its policy a national government 
need concern itself only with such matters as taxation 
and expenditure, the franchise, and the prevention and 
making of war. But the public at home now requires 
a cabinet to have a policy of social reform, and is 
beginning to recognize that a part of this must he a 
well-informed and comprehensive health policy. Con- 
sequently one of the first works of reconstruction, to 
be carried through if possible even before.the end of 
the war, is the establishment of a Ministry of Health, 
whose function it will be to stimulate the study of 
large general principles and to direct and encourage 
local efforts to apply them in detail. In India there 
has been no settled health policy, owing, we take it, 
to the circumstance that the Indian bureaucracy, able 


‘ag so many of its individual members are, has not 


reached the stage of political development when this 
obligation of good government is recognized. 

Two recent instances of the unfortunate result of 
the absence in India of a well-informed and compre- 
hensive health policy are afforded by the failure to 


‘control the outbreak of plague, and the story of the 
early stages of tie Mesopotamia campaign. In 


neither case did the Government of India at the 
outset call in experts to ascertain the facts; in both 


-it was content, at first, to work by rule of thumb, and 


only sought the knowledge that would have prevented 
the mischief after part of the mischief was done, 
The patent failure of bureaucratic methods to stay 
the plague had this good effect at least, that it put 
into the hands of the late Sir Pardey Lukis a lever to 
move the Government of India to give practical re- 
cognition to the importance of scientific research in 
epidemiology and pathology as implements of good 
government. No man could have used his oppor- 
tunity more wisely, bus he would have been the first 
to admit that his achievement, great as in the cir- 
cumstances it was, was only a beginning, though a 
romising beginning. 
J The Toes Medical Service, and the two Govern- 
ment medical departments in India which are rather 
unhappily named subordinate, have suffered many 
things at the hands of the Indian bureaucracy. 
We propose now only to deal with the premier 
service, reserving what we have to say of the 
two departments for another occasion. The Indian 
Medical Service has a splendid record in clinical medi- 
cine and surgery, and in research, but it has fallen 


THE INDIAN MEDICAL SERVICE. 


on such evil times that its sincerest friends are tempted 
to despair of it. . Before Mr. Montagu started for 
India he had been asked to receive a deputation to 
speak on behalf. of the British Medical Association. 
, There seems to have been some delay in bringing the: 
; request to his notice, and there was then no time for 
; him to arrange the interview before he started. It 
has been considered advisable to send to him a memo- 
randum, which is published in the Suppremen? this 
week, on certain defects in the constitution of the 
Indian Medical Service, in anticipation of the interview. 
which is to. take place on his return to this country. 
The memorandum is not intended to deal with every 
detail which must be adjusted by the Secretary of 
State and the Government of India if the Indian 
Medical Service is to be put on a satisfactory footing 
to enable it to do the best possible for the peoples of 
India, but it is believed to touch all these matters of 
principle by which details must be determined. The 
preamble sets out some truisms which it would seem 
are not understood by the secretariats at home or in 
India. The first three sections of the body of the 
memorandum are concerned with the position the 
advisers of the Secretary of State, of the Government 
of India, and of the Provincial Governments on 
medical and hygienic research and administration 
should hold in order to ensure that expert advice shall 
always be available to the governments in framing a 
sound health policy and in carrying it out in practice. 

The remainder of the memorandum deals broadly 
with education and recruitment and with emoluments. 
If Great Britain is to provide an Indian Medical 
Service at all it must attract the best. Less now 
than ever does India want the second-rate. The 
attraction by which the Indian Medical Service drew 
the right sort of young medical men was that it 
offered a career where the recompense for the hard 
work which must go to the acquisition of skill would 
be found in’ the immense opportunities for the exer- 
cise of that skill, in the respect of the. peoples 
benefited by it, in the recognition of the value 
of such work by the Government, and, finally, in 
the winning of the pecuniary reward - which 
justly attends the successful practice of a 
learned profession. The glory of the Indian 
Medical Service has been the number of men it has 
produced eminent in clinical medicine and surgery, 
including the various specialities, particularly, perhaps, 
ophthalmology, and in scientific research. A wise 
Government would do everything possible to foster 
their succession. That the contrary policy is being 
pursued by the ruling class in India is to be attri- 
buted to want of imagination due to ‘the causes 
indicated at the beginning of this article, and in part, 
it is to be feared, to hierarehical exclusiveness and au 
untvorthy jealousy. We trust to Mr. Montagu to put 
the matter right. 








THE PROBLEM OF CONGENITAL 
SYPHILIs. 
Dr. AmAxp Routh, in his recent address on antenatal 
syphilis, of which we print an abstract this week, 
propounded an interesting explanation of anomalies 
found in certain syphilitic childrén and their mothers 
in respect of negative Wassermann reactions, and the 
absence: of spirochaetes in tlre tissues. He suggests 
that the chorionic ferments have a destructive action 
upon the infective agent, tending to protect the 
mother and child from infection during pregnaney, by 
breaking up the spirochaete into granules which ‘are 
hiologically less active than the mature organism. 
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This view, if. confirmed, would account for the fact 
that congenital syphilis is so often not apparent at 
birth, and sometimes even remains quiescent until 
puberty, while the mother may show a like latency of 
symptoms. ; 

- But apart from the interesting field for speculation 
and research which he opens out, Dr. Routh’s address 
comes as a timel¥ reminder of the havoc due to con- 
genital syphilis. He estimates that 25 per cent. of 
stillbirths and abortions in the urban centres of this 
country are probably due to syphilis. When to such 
figures are added the number of children dying from 
marasmus and other deadly manifestations of inherited 
syphilis, the wastage of life due to this poison is seen 
in something like its true perspective. Evil as are 
the effects of acquired syphilis in the adult, those of 
congenital syphilis are still more disastrous. And 
this is not to be wondered at, since throughout 
prenatal existence and early life the tissues invaded 
by the syphilitic virus are in course of active develop- 
ment, with a correspondingly greater susceptibility to 
grave and lasting damage. ‘The congenital form of 
syphilis is constitutional from the outset, and exerts « 
profound influence for ill upon nutrition, growth, and 
vitality. After an investigation of 516 cases of con- 
genital syphilis Hochsinger came to the conclusion 
that only about 25 per cent. of the infants thus 
infected grew up into comparatively normal adults.! 
There is no reason to suppose that that was an over- 
statement of the position a few years ago; though we 
may hope that early and adequate specific treatment 
of the mother throughout pregnancy and of the child 
in the first years of life will before long lead to 
better results. Nevertheless, 2 more recent report 
by Veeder? upon 331 pregnancies in 100 syphilitic 
families, indicates that among the 161 surviving 
children only 33 were free from infection at the time 
of the investigation. 

In recent years the movement of medical opinion 
has been towards an increasing recognition of the 
serious nature of congenital syphilis in the light of 
modern diagnostic methods. ‘Thirty years ago so 
high an authority as Jonathan Hutchinson wrote: 
‘In hospital practice and amongst the poor the mor- 
tality from syphilis in infants is large. This, however, 
is to be explained by the disadvantageous conditions 
us regards teeding and treatment under which the 
infants are placed rather than by the severity of the 
disease itself. Amongst the richer classes the malady 
is, 1 think, rarely fatal.” This, of course, was written 
before the discovery of the spirochaete and the intro- 
duction of the Wassermann test; and Sir Jonathan 
Hutchinson happily lived long enough to revise in the 
light of new knowledge a number of opinions formed 
when he was ploughing a lonely furrow. 

The national campaign against venereal disease has 
made. considerable progress during the past year. 
The Act now in force prohibits treatment by un- 
qualified persons, and local schemes for diagnosis and 
treatment have been set up in an increasing number 
of districts; while the educational work of the 
National Council for Combating Venereal Diseases 
continues to supplement municipal efforts. We may 
here mention, as cf particular interest in relation to 
the problem of congenital syphilis, the venereal centre 
for pregnant women which the Guardians of the City 
of London Union have established at Thavies Inn, 
under the charge of Dr. John Adams. The results 
of this experiment will be watched with interest, for 
the grouping together of in-patients for observation 
and treatment may perhaps lead in time to the 


: Marshall: Syphilology and Venercal Disease. 
2 American Journal of Medical Sciences: 1916, clii. 


THERAPEUTIC IMPORTANCE OF BACTERIAL STRAINS. 
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drawing up of therapeutic rules applicable to such 
cases generally. In the Dominions also the need for 
action has been recognized. Thus, in Australia, the 
State of Victoria, under the powers conferred by the 
Venereal Diseases Act, 1916, has issued drastic regu- 
lations making i obligatory upon every person suffer- 
ing from, or suspecting that he is suffering from, 
venereal disease to seek qualified advice, to follow 
the instructions given, and to remain under treatment 
until he has received a certificate of cure; while the 
parents or guardians of infected children are under a 
similar obligation in respect of their charges. 

It is clear that such measures, and, indeed, all 
organized efforts for checking venereal disease, will 
be of little avail unless medical students are trained 
in the modern technique of diagnosis and treatment: 
This was recognized by the Royal Commission on 
Venereal Diseases, which recorded its conviction that 
every medical student ought to receive adequate 
practical instruction, and that his knowledge of 
venereal disease ought to be systematically tested at 
the final examination. Up to the present, howeyer, 
as Dr. David Watson points out in a paper which we 
publish this week, the General Medical Council hag 
taken no steps to enforce compulsory teaching - of 
either venereal diseases or of the germane subject 
dermatology. Dr. Watson puts the matter in a 
concrete form by describing the venereal disease 
clinic of which he is in charge, and its course of 
teaching. His sketch should prove helpful and sug- 
gestive to the. authorities of other medical schools 
which have not as yet provided their students with 
special instruction in this most necessary branch of 
medical practice. 











THERAPEUTIC IMPORTANCE OF 
BACTERIAL STRAINS. 

We publish elsewhere in this issue an analysis of 
recent American researches into the bacteriology and 
serum treatment of pneumonia, which, in spite of the 
mass of rather technical details it contains, will well 
repay the study of all engaged in the practice of 
medicine whether as general practitioner or physician. 
Pneumonia-—raised by Osler to the rank of ‘“ captain 
of the men of death,” the title conferred on consump- 
tion by John Bunyan—is as dreadful a disease for 
adults as diphtheria used to be for children. It knocks 
a man down in the prime of health and life, inflicting 
a blow which, when not fatal, as it so often is, 
cripples him for months. Bacteriology has robbed 
diphtheria of many of. its terrors, but hitherto has 
done little for the other disease. The well directed 
researches carried on for several years past at the 
Hospital of the Rockefeller Institute and more 
recently at the Johns Hopkins Hospital, have given 
a clue which, when followed up, may be expected to 
afford most important practical results. 

It must be admitted that the doctrine of strains of 
pathogenic organisms introduces a complexity into 
the practical application of pathological bacteriology 
that to the plain man may well seem bewildering. 
But it would be useless to revile the bacteriologists, 
for that is to quarrel with the facts of nature ; and we 
should rather examine the new facts in order to see 
if thereby we may extract some explanation of past 
failure and some hope of future success. 

Lobar pneumonia apparently consists of infection 
by strains of pneumococci which are distinct from one 





another. as regards their serological reactions; and 


from the point of view of serum treatment pneumonia 
due to pneumoceceus Type I is a different condition 
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from pneumonia due to pneumococcus Type II. It 
follows that any reasonable certainty of successfully 
iveating pneumonia by antipneumococcie serum de- 
pends on the bacteriological diagnosis of the type of 
pneumococcus present; if it is Type I, the corre- 
sponding or homologous serum should do good, but 
unfortunately this is all that can be said at present, 
for the antipneumococcie serum for Type II is in- 
effectual, and the serum homologous to Type I has no 
effect in pneumonia due to Type II. This example 
emphasizes what every medical man should, and 
probably does, know—namely, that in the employ- 
ment of serums and vaccines if is important, if not 
essential, to employ one corresponding to the strain of 
the causal organism. With the advance of bacterio- 
logical knowledge the existence of different species 
and subspecies of organisms formerly regarded as 
one species has been established. Thus the original 
Bacillus typhosus was shown to have included the 
B. paratyphosus A and B, and the diseases due to 
these three organisms are now universally known by 
the names of their causal organisms. This separa- 
tion, recognized for some years, carries with it the 
practical application that to protect against enteric 
fever—the clinical name covering these three diseases 
—a vaccine of typhoid, paratyphoid A and B bacilli, 
or T.A.B. for short, must be employed. Similarly, 
hacillary dysentery may be due to several strains of 
Bacillus dysenteriae, of which the Shiga and Flexner 
types are the best known, and in practice a multi- 
yalent serum containing antibodies for these organisms 
is often employed. 

In addition to the separation of bacteria by their 
cultural and fermentative characters into species, a 
further distinction into subspecies or strains can be 
effected by their serological reactions, as has been 
shown in the case of pneumococci. But much 
vemains to be learnt as to the fixity of the strains 
Shus isolated and of the practical deductions to be 
drawn with regard to specific treatment. Thus many 
strains of the Bacillus typhosus have heen isolated, 
and 8. B. Hooker has urged that antityphoid vaccine 
should be multivalent—that is, made from several 
strains—and yet the ordinary antityphoid vaccine 
made from a single strain appears to be successful. 
A great deal has been Written about the different 
strains of the meningococecus; Mervyn Gordon has 
isolated four types, and serums corresponding to 
them have been manufactured; and F. W. Andrewes 
has recently put forward the view that the meningo- 
coccus, which is a single definite species recognizable 
by cultural tests, is divisible into two main types 
owing to its protein containing two antigens which 
vary in their amounts. It further appears that 
the oceurrence of strains may to some extent depend 
on their environment — for example, old typhoid 
cultures contain different strains from young typhoid 
cultures, and during epidemics virulent strains of 
meningococci may arise. With our present experience 
the best results appear to have been obtained by the 
use of Flexner’s antimeningitis serum, which contains 
antibodies for thirty-two strains of meningococci. 

The practical conclusion is that unless the particular 
strain of organism present can be determined and its 
corresponding serum at once be given, it is better—on 
the principle of a shot-gun, in virtue of its diffusion, 
heing more effective than a rifle—to give a multivalent 
serum than a univalent serum or a serum of unknown 
origin. "In the case of vaccines, an autogenous 
vaccine, which can be obtained in a few days, is 
obviously always, preferable to a stock vaccine, which 
may or may not hit the mark. But a serum corre- 
sponding to the infecting organism, unless already 
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available, may take so long to manufacture that its 

use is possible only in chronic diseases, and in such 
cases a multivalent serum or a mixture of serums. 
should be employed. 
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GUNSHOT FRACTURES OF THE FEMUR. 
In the address on the orthopaedic outlook in military 
surgery, Which is published this week, Sir Robert Jones 
gives fuller expression than in any previous utterance ta 
the great principle that there are two aspects of military 
orthopaedics—the preventive and the corrective. He illus--' 
trated his point by various instances, but that which will 
probably appeal most to surgeons, both abroad and at © 
home, who are responsible for the treatment of the 
wounded at the present time, is that afforded by gunshof 
wounds of the femur. This subject has been actively. 
engaging attention for some time, and a general under-: 
standing seems to have been reached that improvements 
were possible in the treatment of these injuries, so dis-, 
tressing at the time, and so apt to be disabling in their, 
after-effects. They test the skill of the surgeon, the~ 
devotion and patience of the nurse, and the organizing 
power of the administrative officer as perhaps no other: 
class of injury does. It is no exaggeration to say, 
as he says, that they are the tragedy of the war’ 
not only because they produce many deaths, often after: 
much suffering, but also because shortening and other’ 
deformities so frequently ensue, leaving a man incapable 
of following any but a sedentary occupation. Bitter com-’ 
plaints have becn received from abroad of the want of 
continuity of treatment in this country, while experience 
here has forced the conclusion that though from certain 
hospitals abroad cases have arrived most admirably fixed, 
from others they reach this country in a state leaving 
much to be desired. Sir Robert Jones says that the mor- 
tality has been far too high, and the number of cases show- 
ing four or five inches shortening, with every variety of 
detiection, far too numerous. The remedy, he says, is’ 
to put the treatment of these fractures in the hands of 
specially trained surgeons in special hospitals. There 
should be one large hospital reserved for them at each base, 
officered by specially trained surgeons with a mechanical 
aptitude, prepared to devote themselves to the work, and 
assured of security of tenure. In addition there should 
be an inspector of fractures acting in conjunction with 
the consulting surgeons of the various arcas. Moreover, 
one of these hospitals could be used as an educational 
centre to which young surgeons could be sent as oppor- 
tunity occurred. Here again we have the idea of the 
“team” arising. Sir Robert Jones says that a trained 
surgeon, an orderly, and a sister would do more rapid and 
efficient work together than could be done by haif a dozen 
most excellent surgeons not possessing the special experi- 
ence and trained assistance. He believes that such a 
training school would in a short time supply regimental 
aid posts and casualty clearing stations with teams of 
surgeons and orderlies taught to fix these fractures 
efficiently and rapidly. The two fundamental principles 
ave efficient fixation in correct alignment at the earliest 
possible moment, and continuity of treatment. The im- 
portance of early fixation, even in the regimental aid posts, 
seems now to be generally acknowledged. Thomas’s splint, 
which is supplied to the regimental aid posts in some 
divisions, should, it is urged, be supplied in every 
division; it can be readily applied over the trousers, and 
extension made by a pull on the boot, the whole process 
being accomplished so rapidly that twenty or thirty cases 
can be dealt with in an hour by a ‘trained team of 
orderlies. When the man reaches the casualty clear- 
ing station he is, we understand, taken to the opera- 
ting theatre with this. splint, trouser and boot still in 
position, so that the surgeon only begins his examination 
| and treatment of the wound after the patieat has been 
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anaesthetized. It is obvious that this method must 
contribute to diminish shock, which is the common cause 
ef carly death. It is understood that the pian suggested 
has, at any rate in its main features, now been adopted at 
the Western front; with regard to the continuity of treat- 
ment at home, an Army Council instruction has been 
issued directing that all fractures of the femur shall be 
sent.on their arrival in this country to orthopaedic centres, 
or, if these centres are full, to specially selected hospitals, 
The difficulties with which the surgeons abroad have 
to contend are acknowledged, and also that they have 
shown greater initiative than has been displayed at 
home, but it seems clear that an organization on the lines 
indicated, administered in a spirit of cordial co-operation, 
may be expected to have a very beneficent effect on the 
death-rate, on the sufferings of the individual patients, and 
finaliy, on the number of crippled men who are discharged 
from the army to civil life. 
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A GAS GANGRENE ANTITOXIC SERUM. 
A DEMONSTRATION of an antitoxic serum for the prevention 
and treatment of gas gangrene was given by Major 
Carroll G. Bull, U.S.M.C., at the Royal. Army Medical 
College on January 8th, on the invitation of the com- 
mandant, Surgeon-Gencral Sir David Bruce, K.C.B, 
Major Bull’s experiments, which were begun in America 
and are now being continued in this country, have been 
made with Bacillus welchii, which appears to be the 
organism chiefly concerned in the production of gas 
gangrene. Cultivations were started from cases occurring 
in the United States and on the Western front, and also 
from saprophytic sources, and care was taken to establish 
the identity of the organism.' Its growth in culture is 
attended by the production of acid, and one explanation 
that has been offered of the effects produced clinically is 
that the acid liberates proteolytic ferments; another ex- 
planation is that the production of gas-leads to the intro- 
duction‘ of toxic proteins into the general system ; a third 
is that the process known as gas gangrene is capable of 
spreading only after the death of the tissues involved. 
Major Bull, however, has produced strong evidence that the 
pathological process is produced by a bacterial toxin. He 
has obtained such a toxin in cultures of twenty-four hours. 
This toxin, wher injected into animals (pigeons and guinea- 
pigs), produces local oedema and necrosis, and a general 
effect characterized by haemolysis and degencration of 
the red cells, which, in the kidneys, for instance, choke the 
tubules. An experimental inoculation of the toxin in 
animals was found to lead to the production of antibodies. 
The culture medium used was beef broth with 0.2 or 0.3 
per cent. glucose, to which fragments of fresh muscle were 
added at the time of incubation. After eighteen to twenty- 
four hours the tubes were centrifuged, and the fluid, sub- 
sequently passed through a suitable filter, was bacteria-free. 
The toxin used was so powerful that 2 c.cm. of the fluid 
would kill a horse after producing local lesions; the 
potency of the filtrates declined when the period of incuba- 
tion was prolonged beyond twenty-four hours. For the 
production of an antitoxic serum a dose of 1 c.cm. was 
used in a horse, producing areaction which had subsided in 
about four days, when the injection was repeated. It was 
found that the toxin could be exactly neutralized by the 
antitoxin in vitro, so that injection produced no effect. 
After gas gangrene has been sect up experimentally by 
inoculation with a culture a suitable dose of antitoxin will 
neutralize the toxin in the tissues, thus enabling them to 
check the further growth of the organism. Experiments 
on guinea-pigs showed that preventive injection of anti- 
toxin will prevent infection developing when the active 
organism is subsequently inoculated, and that the 


1Two papers on the subject, by Major Bull and Ida W. Pritchett. 
will be found in the Journal of Experimental Medicine, 1917, xxvi 
p. 119 and p. 867. From the later paper it appears that twenty-seven 
strains of B. welchii from widely different sources had been studied, 
and were found all to produce a toxin in common, 





progress of an infection already started could be arrested 
by the injection of antitoxin after marked local lesions 
and general symptoms had developed; a case was 
related in which a boy suffered a severe injury of the 
forearm, followed by gas gangrene with very marked 
constitutional symptoms. The injection of a dose of 


antitoxin caused immediate improvement in the general . 


symptoms, the temperature falling from 105° to 101°, and 
the pulse, which had been uncountable, improving to a 
corresponding extent. The local process was checked and 
amputation was successfully performed, Major Bull 
concluded by saying that he belicved the evidence to be 
sufficient to justify the use of this antitoxin in man asa 
mcans of cure, and that in the severestcases so much general 
and local improvement would be brought about that an 
operation could be undertaken without fear of local exten- 
sion. Atthe present time six horses have been immunized 
at the Rockefeller Institute for the purpose of producing 
gas gangrene antitoxic scrum, and experiments of the 


same nature have been begun in this country; but, as’ 
Major Bull pointed out, if the serum is to be used as ‘a 


preventive or curative agent on the Western front, it 
must be produced either here or in France on a large 
scale, 
THE BELGIAN DOCTORS’ AND PHARMACISTS’ 
RELIEF FUND. 

Tae position of this Fund was fully set out in the balance 
sheet which, accompanied by a certificate of the chartered 
accountant and auditors, was appended to the appeal 
published in the Journat of December 29th, 1917, p. 863, 
The Fund was started at the end of 1914, when the deplor: 
able facts with regard to German rapacity and brutality 
in Belgium first became known in this country. It was 
started in response to the appeal brought to this country 
by representatives of the medical profession in Belgium 
who had been deprived of their means of living, denuded 
of the implements of their practice, and who had, like the 
pharmacists, often had to see their houses destroyed. By 


the first week in February, 1915, over £5,000 was received, ° 


aud by the end of the first year of working over £18,000 
had reached the treasurer's hands. Further contributions 
and the proceeds of judicious temporary investment 
of the moneys in hand raised the total by the end of 
the second year’s working to £20,000. The expenses of 
administration down to the present time have been £62 
only, owing to the fact that all services have been given 
gratuitously. A sum of £800 was transmitted monthly to 


Belgium during 1917, and the Fund has now been reduced 


to less than £1,500. A second appeal is therefore now 
made to the medical and pharmaceutical professions in 
this country to come to the assistance of their much.-tried 
brethren in Belgium. That the need is great is known 
not only from general statements recently published with 
regard to the situation in Belgium—which has grown 
worse instead of better—but also from specific information 
supplied by Mr. W. B. Poland, director in Europe of the Com- 
mission for Relief in Belgium. Writing on November 20th, 
1917, to the Treasurer of the Fund (Dr. H. A. Des Veeux, 
14, Buckingham Gate, London, $.W.1), le said that if the 
supporters of the Fund knew how much actual suffering 
they had allayed, and how much potential, moral, and 
physical suffering they had prevented, they would not 
cease to continue their support, many as are the claims 
now made upon them. Mr. Poland quoted from a letter 
written recently by a Belgian still in that country that 
“the misery has become terrible and increases every 
day. It pursues us wherever we go.” But Mr. Poland's 
letter ought to be read in full (page 864). It should 
be added that the monthly contributions are paid 
to a committee of members of the medical and pharma- 
ccutical professions in Belgium, and the committee in this 
country has good reason to know that the Belgian com- 
mittee is extremely prudent and careful in the distribution 
of the moneys which reach it, The response to the appeal 
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made two years ago was so. spontaneous and liberal that 
there seems every reason to hope that the members of the 
medical profession in this country will again give liberally 
in spite of the fact that this is only one of the many calls 
upon their benevolence. It can only be said in conclusion 
that if the response is not liberal and prompt, the com- 
mittee of the Fund in this country will be compelled at 
once greatly to diminish, and before long wholly to 
suspend, the monthly payments to the committee in 
Belgium. We publish at page 71 a preliminary list; lists 
of further subscriptions will be published from time to 


time. 


A NEW PORTABLE X-RAY TUBE. 
A new development in z-ray tube construction, which was 
compared by one speaker to the advent of the kodak in 
photography, was brought before the Réntgen Society on 
January lst. Like the hot-cathode tube which was intro- 
duced three or four years ago, this new arrival is also 
associated with the name of Mr. W. D. Coolidge and his 
Schenectady laboratories. It has been developed in 
America specifically for use with portable a-ray outfits in 
the United States army, but its characteristics are such 
that it may supplant ultimately the earlier types of hot- 
cathode tubes for all radiographic work. This new tube 
is based on the same essential principles as the older 
Coolidge, but its bulb is no more than 3} in. in diameter. 
The target, which receives the cathode-ray bombardment, 
consists of a very small wrought tungsten “button,” 
0.1 in. thick, set in a solid block of copper, and this block 
is electrically welded to a copper stem extending right 
through the glass anode arm to an external copper radiator. 
The target with stem and radiator has a heat capacity 
several times greater than that of the solid tungsten target 
of the earlier models of the Coolidge tube, and therefore, 
for a given heavy load, it must take several times as long 
to heat to redness. What is still more important, unlike 
the solid tungsten target, it cools rapidly between ex- 
posures owing to the radiator, to which is conducted the 
larger proportion of the energy imparted to the tube. The 
glass bulb may, therefore, be small, for the glass is not 
heated to the same extent as in the ordinary tube; each 
exposure also can be started with a relatively cool target, 
while, as a further result, the focal spot, although very 
small, is kept from reaching a temperature high enough to 
allow inverse current to pass through the tube. The first 
model of the tube has been designed to carry 10 milliampéres 
at a5 in. parallel spark-gap for sufficient time to make the 
longest ordinary exposures, and, for screening, to carry 
a load of 5 milliampéres at the same spark-gap indefinitely. 
A radiograph of the knee is obtainable in four seconds, 
and exposures for other parts are in proportion. The idea 
has been to make a tube suitable for portable outfits in the 
field which can be used directly from the secondary of a 
high-tension transformer without any auxiliary rectifying 
device; a portable generating unit, built round this tube, 
was also exhibited. The advantages claimed for the 
tube in diagnostic work were that it could be used to 
rectify its own current under much severer conditions 
of service than would be permissible with the ordinary 
type, that the bulb could be very much smaller while 
handling the same amount of energy, and that on either 
alternating or rectified current it would carry the 
maximum available energy for a much longer time. 
In the portable field 2-ray outfit of the United States 
army, a petrol electric unit supplies alternating current at 
110 volts to a transformer arranged to give both high 
tension and heating currents for the new radiator type 
of Coolidge tube. For simplicity of control the tube is 
worked at a constant potential of 5 in. equivalent spark- 
gap, and the current is adjusted to 5 milliampéres for 
continuous running of the tube, or to 10 milliampéres 
for short periods. An electrically actuated control on the 
throttle of the engine maintains constant output. The 
‘small size of the bulb enables a close-titting lead-glass 
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shield to be employed; this is made in two parts, and 
completely surrounds the tube, a suitable aperture per- 
mitting egress of the rays. 





CANTHARIDES POISONING. 

AttHoucH the symptoms of cantharides poisoning are 
generally thought to be well known, the condition of the 
blood has not attracted any attention. Lipsitz and Cross! 
report a case of a man who accidentally swallowed two 
drachms of tincture of cantharides, and soon after had 
strangury and haematuria, followed by vomiting. The 
haematuria disappeared after two weeks, and the patient 
was discharged in good condition on the twentieth day. It 
might naturally be anticipated that this occurrence of 
severe haematuria would be attended by a secondary 
‘anaemia; but on the third day the red blood count was 
10,430,000, haemoglobin 80 per cent., and the leucocytes 
24,000. On the eleventh day the red cells had fallen to 
5,550,000. ‘The possibility that concentration of the blood 
due to vomiting was the cause of the polycythaemia is 
not considered, and vomiting was not mentioned after the 
second day, so it is impossible to be sure if this factor was 
really important. In conjunction with Fuerth,? the authors 
investigated the influence of cantharides on twelve rabbits. 
The drug was introduced into the rabbit's stomach by 
means of a soft rubber catheter, and polycythaemia 
appeared within twenty-four to seventy-two hours, and 
lasted up to eight days; there was also a relative though 
in no way constant or characteristic leucocytosis. This 
polycythaemia differs from the transient form following 
intravenous injection of epinephrin, which has been 
thought to be due to vaso-constriction of the hepatic 
vessels and the consequent transference of the red cor- 
puscles to the peripheral circulation. The authors incline 
to the view that cantharides stimulates the blood-forming 
organs, possibly by causing haemolysis and a secondary 
formation of red cells, or brings about a concentration o 
the blood. ; 


FIRST AID, HOME HYGIENE, AND NURSING IN 
NATIVE INDIA. 

Nor the least valuable outcome of Indian administration 
has been the awakening and quickening of a sanitary 
conscience among native communities, commencing with 
cities and towns and gradually extending to villages and 
hamlets, spreading from territory under British rule to 
feudatory native states. Of the latter very satisfactory 
development the important State of Baroda furnishes a 
conspicuous example. This territory is fortunate in 
possessing in the present Gaikwar an enlightened and 
progressive ruler, and in Mr. Dhanjibhai H. Mehta, 
L.M. and §8., a medical officer whose devotion and energy 
in the cause of public health are highly commendable. 
Mr. Mehta has recently published in a pamphlet an 
address to high school students on the necessity of study- 
ing ambulance, nursing, and home hygicne, which he has 
delivered at various colleges and schools in Western India. 
In it he emphasizes the duty of correcting conditions and 
habits which are detrimental to health and adopting 
measures and precautions conducive to the avoidance of 
disease and the prolongation of life. He adduces statistics 
which indicate that sanitary science and practice have in 
India reduced sickness and mortality among soldiers and 
prisoners, and contrasts Indian and European death-rates 
to show how much remains to be done in this direction, 
and quotes in support of his views cxtracts from a speech 
made by the Gaikwar to the Bombay Sanitary Association. 
Apart from commending public aud domestic sanitation, 
the special object of this address to students and pupils is 
to impress upon them ihe advantage of studying first aid 
and home nursing by joining the St. John Ambulance 
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ccutres, undergoing instruction, passing examinations, and 

-obtaining certificates and medals. He points out that 
hygiene and ambulance are compulsory subjects in the 
university curriculum, and that two important objects 
may be attained by one course of study. He mentions 
that “these subjects are taught all-over the Baroda Raj 
since 1901, and 1,500 persons have passed the different 
examinations.” Self-help, both domestic and communal, 
cannot assume a more commendable, safe, and profitable 
aspect than that advocated in this address. 


SOURCES OF POTASH. 

_ Sir T. E. Taorvr, F.R.S., contributed to the last issue of 
Nature an interesting paper on the sources of potash. At 
one time the world’s requirement was obtained from sea- 
water, either directly or indirectly from sea plants (kelp) ; 
from wood ashes; from the residue left on distilling fer- 
mented beetroot molasses; from the washings of sheep’s 
wool; and from a few other minor sources. In 1839 the 
Prussian Mining Office asvertained that in a brine area at 
Stassfurt (near Magdeburg) there were considerable potash 
formations; they have been worked ever since, but in 
1909 large deposits of sylvine, yielding from 10 to 68 per 
cent. potassium chloride, seldom less than 20 per cent., 
were discovered in Upper Alsace, near Mulhouse, over an 
area of about 200 square kilometres. ‘Tle deposits are in 
two layers, the lower being the larger and richer. The 
discovery was made more or less accidentally while 
boring for coal; the deposits have not yet been fully 
worked, but in 1912 they were yielding daily 300 tons of 
sylvine. The product of the factory in which the sylvine 
is treated is from 40 to 50 tons of pure potassium chloride 
daily. The amount raised in Alsace was limited by the 
German Government to about one-tenth of the total German 
production, the object being to control and strengthen the 
monopoly Germany had acquired. Spain possesses deposits 
of potash in Catalonia, but Germany has hitherto been 
able to prevent their utilization. Italy possesses deposits 
in Abyssinia, which are now furnishing about 20,000 tons 
a year; this, however, is only a small fraction of the 
German output. Stassfurt and other potash beds are 

_ derived from primitive rocks, and are due to such minerals 
as potash felspar and mica, and certain silicates. Felspars 
are estimated to form 48 per cent. of the earth's crust, and 
their predominant constituent is potash felspar. Many 
efforts have been made during the last ten years to devise a 
process for obtaining potash from the felspars which contain 
it. It is stated that large deposits of suitable material are 
to be met with in this country, notably in Cornwall, and in 
various parts of Scotland, Wales, and freland. A few have 
been worked for pottery purposes. It is believed that the 
Scottish deposits could be worked on a commercial scale by 
a new process described recently by Mr, E. A. Ashcroft, and 
that potassium chloride, which is the raw material of the 
potash trade, could be produced at least as favourably 
in this country as in Germany. Potash salts are needed 

‘ for munitions of war, for chemical industries, and are 

’ essential constituents of manures. Incidentally, if the 
industry can be established, we may hope to see the price 
of potash salts, which was artificially high before the war, 
and has become higher since, substantially reduced, 


SYPHILITIC INFECTION OF DOCTOR'S HANDS. 
Dre. H. N. Coz, of Cleveland, Ohio,’ analyses sixty-one 
cases of extragenital chancres. In ten the hand was the seat 
- of the primary sore, and in five of these cases the patients 
- were doctors. Infection was traced in the first subject to 
a small crack between the skin and the external border of 
the nail on the left thumb. It refused to heal, and at the 
e -d of a month the patient felt vague rheumatic pains and 
dosed himself with aspirin, an eruption which developed 
a week later being ascribed to that drug; but thongh it 





4 Journ. Amer. Med, Assoc., December 16th, 1916, p. 1803. 
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was discontinued the rash did not disappear, and was seen 
to be syphilitic. In another instance an open wound at 
the base of the right index finger became infected during 
manual removal of the placenta; flooding being severe, the 
doctor did not put on gloves. The hand was washed with 
exceptional care directly afterwards, but secondary sym. 
ptoms developed; then specific treatment was commenced, 
In the third and fourth cases there was characteristig 
infection of the right forefinger. In the fifth case the site 
of the primary lesion was overlooked, but the cnbital 
gland of the right arm became enlarged. The patient had 
removed the tonsils from a hospital subject under a 
general anaesthetic a few weeks previously, and noticed 
immediately afterwards that a syphilitic eruption com. 
plicated the tonsillar enlargement. ‘The doctor, not having 
worn gloves, at once scrubbed his hands vigorously, yet 
forgot all about the incident until reminded by the ap. 
pearance of the glandular enlargement. A generalized 
secondary eruption developed, making the case clear, 


MILK IN THE SICK ROOM. ; 

Many will agree with Dr. George Parker, of Bristol, whose 
note on the need for a cheap and easily prepared substitute 
for milk in the dietary of sick adults during the present 
shortage is printed at p. 53, that the British custom of 
giving large quantities of milk to almost all invalids with. 
out discrimination has little to be said for it except on the 
score of convenience. The existing scarcity of milk gives 
a good opportunity for reconsidering the habit of regarding 
milk as a staple food for the sick. It has grown up in 
recent times only, but has now become very much a matter 
of routine especially in hospitals. The malted oatmeal 
drink suggested by Dr. Parker may or may not prove an 
ideal substitute, but it will serve at least as a basis for fur- 
ther experiment. The general use of a palatable and easily 
digested thirst-quenching beverage, easily made at low 
cost, would release for butter-making large quantities of 
milk, now consumed in hospitals and sick rooms. Apart 
from this aspect of the matter, there is the curious delusion 
common in nurseries and wards that milk quenches thirst. 
How many thirsty children and fevered patients have been 
made miserable by cloying draughts of undiluted milk, 
when all they asked for, or needed, was a drink of cold 
water! Milk given as a food to infants and young children 
is, of course, quite another matter. 








THE MEAT SHORTAGE. 
Some months ago we pointed out the advantages and dis- 
advantages of a meat diet, and we can by no means be 
accused of. underestimating the value of animal foodstuffs. 
Nevertheless, we cannot but think that the prominence 
given in the lay press to existing difficulties in obtaining 
meat supplies grossly exaggerates their significance, and 
helps to encourage the enemy and to dishearten our own 
people. Instead of publishing sensational accounts of 
butchers’ queues, newspapers would do well to mention 
that the people this country, like of the inhabitants of 
many other countries, can adequately supply their need 
for energy and protein with a very much smaller ration of 
meat than has been customary in the past. Most people 
who live sedentary lives will certainly be all the better for 
the reduction. 











THE American Women’s Hospitals have sent through 
the Red Cross some twelve women who will work inde- 
pendently in different places in France. The founders of 
the American organization were inspired by the example 
of the Scottish Women’s Hospitals. The American women 
doctors will give civilian as well as military relief both in 
the United States and in other countries. It is hoped to 
establish in the devastated parts of the allied countries & 
system of dispensaries subordinate to central military 
hospitals. Men not needing hospital care will be attended 
to at the dispensaries, while serious cases will be taken by 
ambulance to the nearest general hospital. 
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TYPHUS FEVER: LABORATORY DIAGNOSIS. 
Tux so-called Weil-Felix reaction as a method of diagnosis 
in typhus fever has been widely accepted by German 
workers, especially on the Eastern fronts, where, in the 
Balkans especially, cases of typhus fever have been 
gumerous. The earliest observations on the subject would 
appear to have been made by Dr. W. James Wilson! in 
Belfast. He published two papers on the subject in the 
Journal of Hygiene in 1909 and 1910 respectively. He 
showed that in typhus fever the blood serum often agglu- 
tinates intestinal bacilli—for example, B. coli, B. typhosus, 
and especially a coliform bacillus isolated from the urine 
of certain cases. In dealing with the etiology of typhus 
fever he pointed out that the presence of these agglutinins 
did not necessarily imply that the bacillus in question 
was of etiological significance, and he inclined to the view 
that such cases were instances of secondary infection. 
As the reaction now known in Germany by the name of 
« Weil-Felix ” would appear to be applied there on a large 
scale it seems well to give some account of the original 
communication of these authors. So far. we have pub- 
lished only brief references to the subject, for hitherto, 
fortunately, the -British armies have been spared this 
disease. But we cannot be certain that this immunity 
will continue, and if the louse is indeed the carrier of 
the infection, one element in its dissemination is not 
absent. It seems advisable therefore to give some account 
of their original communication. 

- Weil and Felix? were investigating a group of cases 
thought to be enteric fever, but in whom the Widal re- 
action against typhoid, paratyphoid A, and paratyphoid B 
was negative even in the uninoculated cases. One of tie 
cases was a Rumanian doctor, who gave completely 
negative Widal reactions to the enteric group of fevers. 
From his urine was isolated an organism which was 
agglutinated by the patient’s own serum in a dilution of 
1 in 200. It was then found that the serums of nine 
other patients agglutinated the same organism. | : 

- The organism was a short, delicate, Gram-negative 
bacillus of proteus type, and actively motile. On Conradi- 
Drigalski medium bluish colonies developed, which per- 
sisted for weeks. On Endo’s medium the colonies were 
colourless after twenty-four hours, but later became 
reddish. Glucose and lactose were fermented with produc- 
tion of acid and gas. Milk was coagulated in forty hours. 
Litmus whey was reddened in twenty-four hours to a 
greater extent than with B. typhosus and to a less extent 
than with paratyphoid organisms. Gelatin was liquefied 
in forty-eight hours. The colonies on ordinary plates 
closely resembled B. proteus. ame 

' The organism was tested against agglutinating serums 
for B. typhosus, B. paratyphosus A, Gaertner’s bacillus, 
Shiga’s bacillus, and Flexner’s bacillus, and gave negative 
results with all of them in dilutions of 1 in 100. A serum 
agglutinating the organism 1 in 2,000 was prepared from a 
rabbit by injecting 2 c.cm. of an emulsion of the organism 
on two occasions. In the first place 33 cases diagnosed 
clinically as typhus were tested against this organism ; all 
of these cases gave a positive agglutination with the 
Qrganism as follows: 


Serums from 16 cases gave a positive agglutination of ? in 50. 


cs ay) ” ” rT) in 1 


‘ 1 in 200. 
a ee ee eee 
Serum from lcase ,, ee <a ‘a lin 25. 


‘ Weil and Felix suspected that some of the cases were 
mixed infections of typhoid and typhus, and in one case 
typhus fever developed during convalescence from typhoid 
fever. In 5 of the 33 cases the Widal reaction for typhoid 
Was positive up to 1 in 7, but B. typhosus was not 
fecovered. In 5 other cases typhoid bacilli were culti- 
vated from the blood or urine. - All the other cases were 
fully negative to the enteric group. ane : 

' The specific. agglutinin to this organism develops in 
typhus fever at an early stage of the disease, and has 
already reached its height when the rash appears (about 
the fifth day of illness). The high titre remains during 
the fourteen days or thereabouts of pyrexia, and falls 


1 British MEDICAL JouRNAL, June 16th, 1917, p. 825. 
2h. Weiland S. Velix. Wien. med. Woch.. January 13th. 1916. 
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away quickly. after the fever falls. -Two months after. 
the end of- pyrexia no patient's serum gave a higher 
agglutination than 1 in 25. y 
. Later Weil and Felix weré able to extend their research’ 
further afield. In Russia, at a place 200 kilometres from 
where their first observations were’ made, two Russian 
prisoners, not inoculated against typhoid, and giving” 
completely negative Widal reactions to the enteric group 


| Of fevers, agglutinated the proteus-like organism in dilu- 


tions of -1 in 100 and 1 in 200. Three Russian civiliang 
from one family were also examined. One gave a specific. 
agglutination with the organism of 1 in 100 on the second 
day after the rash appeared. At autopsy in this case the 
pathological lesions were of typhus fever and not of. 
typhoid. The other two members of the family were! 
already convalescent before they could be examined, but 
both gave positive results. Elevén cases were also 
examined in a militarytyphus hospital in Russia. Only 
two of these were active cases, the remainder being 
convalescents. The two active cases (tenth and twelfth 
days of illness) gave the strongest reactions (1 in 200), two 
cases were completely negative, and the remaining seven 
cases all showed gradually decreasiig positive reactions 
depending on the period of convalescence. *y 

As controls, the serums of 169 men were tested, chiefly 
cases of enteric fever, which is the most difficult disease 
to distinguish from typhus. Of 95 serums of cases which. 
were clinically typhoid, but in only 11 of which the causa- 
tive organism was isolated, the test with the proteus-like 
organism was applied. Ten of these cases gave agglutina- 
tion reactions, but never ‘above 1 in 25. Two cases which 
were suspected to be typhus fever gave contpletely negative 
reactions, and both of these were later shown to be typhoid 
by the finding of B. typhosus. ‘Twelve cases.of relapsing 
fever, in which the causative spirochaete of Obermeyer 
had been found, gave no agglutination with the bacillus. 
Sixty-two other men suffering from diseases such as 
dysentery, enteritis, pneumonia, bronchitis, pleurisy, and 
erysipelas, gave negative results, but eight gave a reaction 
in a dilution of 1 in 25, . 

During the course of the work a similar organism was 
isolated from the urine of one other case only. The 
identity of this second strain with the first was fully 
established by cultural tests and agglutination by the 
specific serum prepared in a rabbit to the first strain 
found. During this research organisms were got from the 
urine of twenty-eight other cases, with cultural characters 
on Drigalski’s medium very similar to the proteuws-like 
bacillus, but none of these were agglutinated by the 
specific rabbit serum or by the serums of positive cases of 
typhus. This seems to indicate that the organism used 
for the Weil-Felix reaction is not a common saprophytic 
infection in man. The authors agree with Wilson that the 
bacillus is not the cause of typhus fever, but they regard it 
as an important aid in diagnosis. 

This concludes an account of the work done by Weil 
and Felix in 1915 on which the reaction for the diagnosis 
of typhus fever has been based. Later, they discovered 
a second strain of the same bacillus, and to this strain the 
name X,;, has been applied, the first strain being called X). 
The essential difference between the two strains is that 
Xi9 is agglutinated up to a very much higher titre by the 
serums of typhus cases, up to-a dilution of 1 im 2,000, or 
even higher. Thus the reaction with this strain is much 
more easy to work with than the much less agglutinable 
original strain X.. The very agglutinable strain (Xj) has 
been found in the urine of cases by a number of later 
observers (Dienes, Gergeiy, etc.). , ee 

A few of the latest pronouncements in German literature 
on the value of the Weil-Felix reaction may be. mentioned 
in conclusion. Felix, in a summary of further work,’ states 
that his original observations with Weil have been confirmed 
by numerous observers, to which references are made, ‘in 
different war areas in Asia and Europe. E. Friedberger * 
sums up the position of the Weil-Felix reaction as follows. 
The test is absolutely specific for typhus fever, and an 
agglutination is not given by any normal serum or the 
serum in any other febrile disease in a greater dilution 
than 1 in 100 with the more agglutinable strain (Xj). In 
cases of typhus a positive result is given in 90 per cent. of 
all cases. The agglutination occurs in two hours at 37° C., 


3 Muench. med. Woch., September 25th, 1917. 
4 Deut. med. Woch., No. 42, October 18th. 191% 
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and reache& 1 in 1,000 to 2,000, or even higher. The re- 
action begins very early in the disease, being already 
1 in 25 to 50 in -the first week. Thereafter the agglutina.- 
tion curve rises rapidly to a pinnacle, and gradually falls 
during convalescence. Frequently the reaction is quite 
lost three or four weeks after all febrile symptoms have 
passed off. Friedberger considers that the reaction is 
more marked and specific than the Widal reaction for 
typhoid fever. 

Much discussion has circled round the problem of 
whether this organism is to be considered in any way as 
the cause of typhus fever. The general consensus of 
opinion is that it is not, and this is the belief of Weil and 
Felix themselves. The most generally accepted opinion is 
that the organism is a specific secondary invader of the 
body which always accompanies the unknown virus of 
typhus fever. ; 





CASUALTIES IN THE MEDICAL SERVICES. 


ARMY. 
Killed in Action. 
Captain J. McK. Ferevson, R.A.M.C, 

Captain James McKee Ferguson, R.A.M.C., was reported 
as killed in action, in the casualty list published on 
January 3rd. He was educated at Belfast University, 
where he graduated M.B., B.Ch., and B.A.O. in 1914, took 
& temporary commission as lieutenant in the R.A.M.C. on 
December 14th, 1914, and was promoted to captain on 
completion of a year’s service. - 


Died on Service. 
Captain A. Rops-Suitn, R.A.M.C. 

Captain Alec Robb-Smith, R.A.M.C., was reported as 
having died on service, in the casualty list published on 
January 2nd. He was educated at Glasgow University, 
where he graduated M.B. and C.M. in 1892, and after 
filling the posts of medical superintendent at Paisley 


Infirmary and Fever Hospital, at Gockston Small-pox 


Hospital, and at Croydon Borough Hospital successively, 
went into practice at Chislehurst, Kent. He joined the 
R.A.M.C. as a temporary ‘lieutenant in 1916 and was 
promoted to captain after a year’s service. 

Captain R. S. Smith, Canadian A.M.C, 


Lost at Sea. 

Dr. John Edward Lionel Johnston, of the West African 
Medical Staff, was lost at sea in a ship torpedoed by 
enemy action, on or about November 9th, 1917. He was 
the youngest son of Mr. J. C. Johnston, of Bath, and was 
educated at St. Mary’s Hospital, where he gained an open 
entrance scholarship in 1903. He graduated M.B. and 
B.S.Lond. in 1909, also taking the M.R.C.S. and. L.R.C.P. 
Lond. in the same year, and the Cambridge diploma in 
tropical medicine and hygiene in 1912, After acting as 
junior clinical ophthalmic assistant, as house-physician, 
and as house-surgeon at St. Mary’s, he entered the West 
African Medical Staff, but had recently been seconded as 
one of the special investigators under the West African 
Yellow Fever Commission. He was the author of numerous 
papers on tropical medicine. 


ita’ Prisoner of War. 
We are informed that news has been received that 
Captain F. B. Ryan, R.A.M.C., who was reported missing, 
is a prisoner of war at Heidelberg. 


Wounded. 
Captain J. H. Barry, D.S.O., R.A.M.C. (temporary. 
Captain H. N. Collier, R.A.M.C., (T.F.). 
Captain T, M. Crawford, R.A.M.C. (temporary’, 
Captain H. Dolman, Australian A.M.C, 
Captain G. R. Grant, M.C., R.A.M.C. (S.R.). 
Captain F, M. S, Hulke, R.A.M.C. (temporary), 
Captain J. H. Jordan, R.A.M.C. (T.F.). 
Captain F. B. Julian, R.A.M.C. (temporary). 
Captain J. F. Matheson, R.A.M.C. (temporary). 
Captain A. Ramsbottom, R.A.M.C.(T.F.). 
Captain S. H. Seccombe, Australian A.M.C, 
Captain L. Zealand, R.A.M.C. (temporary). 
Captain and Quartermaster C. J. Fraser, R.A.M.C, (T.F., 
Licutenant W. H. Newton, R.A.M.C.(temporary), 





DEATHS AMONG SONS OF MEDICAL MEN. 

Elliot, Wilfrid E., Second Lieutenant 5th Battalion Dorset 
Regiment, killed at the taking of Thiepval on September 26th, 
Las aged 24, younger son of Dr. E. A. 8, Elliot, Kingsbridge, 

evon. 

Flanegan, Lionel Christopher, Lieutenant Tank Corps, late 
Essex Regiment, only son of Dr. Flanegan, of Clacton-on-Sea, 
and of Eyrecourt, co. Galway, killed November 20th, 1917, agea 
21. He entered Sandhurst in May, 1915, got his commission jn 
the Essex Regiment in October, 1915, and went to the front 
soon after. In December, 1916, he transferred to the Tank 
Corps, and after training went to the front again in July, 1917, - 

[We shall be indebted to relatives of those who are killed in 
action or die in the war for information which will enable us ta: 
make these notes as complete and accurate as possible. | 





HONOURS. 


THE following is a continuation of the list given in our last 
issue (p. 51) of the New Year awards conferred upon officers of, 
the R.A.M.C., I.M.8., and Dominion medical corps for gallantry 
and distinguished service in the field: ; 


Bar to the Military Cross. 
Temporary Captains: Robert Briffault, M.C., Maurice 
Smith Bryce, M.C., George Beatty Burwell, M.C., *Jameg 
Macgregor, M.C., Bernard Charies Tennent, M.C. 


Military Cross. 

Captains (now Majors): John Connor, N.Z.M.C., Wilfred 
Evans, A.A.M.C., Richard H. Hudson, A.A.M.C., Arthur L, 
oe -hoeuante Leonard May, A.A.M.C., Ernest K. Parry, 
A.A.M.C. 

Captain (temporary Major) William W. Greer, M.D., F.R.C.S, 

Captains: Herbert C. Allison, C.A.M.C., John G. Anderson, 
William G. Borrie, N.Z.M.C., Charles G. Brentnall, Charles 
D. M. Buckley, Neil Cantlie, Thomas J. Costello, Thomas MeN, 
Davie, Ian D. Dickson, Keith McK. Doig, A.A.M.C., George S, 
Elliott, A.A.M.C., Charles P. Fenwick, C.A.M.C., Robert J. 
Gardiner, C.A.M.C., Kenneth F. Gordon, N.Z.M.C., Frederick 
J. Green, John C. Grieve, Haji S..G. Haji, I.M.8., Alfred C, 
Hammond-Searle, Richard T. W. Herald, C.A.M.C., Ernest.Hill, 
$.A.M.C., Leslie E. Hughes, Thomas D. Inch, Frederick N, 
Johns, N.Z.M.C., Tom R. Kenworthy, William H. Laslett, 
Reginald H. Leigh, Norman V. Lothian, Henry E, McCready, 
Thomas McEwen, Kenneth MacLennan, Frank D. Marsh, 
Henry F. Maudsley, A.A.M.C., John Miller, William Murdoch, 
Charles W. ©. Myles, Ivan M. Pirrie, Robert E. Pitts, Leopold 
T. Poole, Adam Rankine, William L. Robertson, Maurice J. 
Roche, I.M.S., Cecil J. Rogerson, Edmund U. Russell, Colin C, 
Simson, A.A.M.C., Evelyn C. Sprawson, Cecil 8. Staddon, 
James Swan, Alan l.. 8S. Tuke, Bernard Varvill, Edmund W. 
Vaughan, Joseph K. Venables, N.Z.M.C., Joseph Walker, 
Joseph H. Ward, Robert M. W. Webster, A.A.M.C., William J. 
Webster, Harry W. Whytock, C.A.M.C., Alexander F. Wilson, 
William F. Wilson, William V. Wood. . 

Temporary Captains: Robert R. Archibald, Bertram F. 
Bartlett, Maurice I’. Bliss, Philip R. Boswell, Angus Campbell, 
George M. Campbell, William: T. Collier, Ronald. C. Cooke, 
Alexander K. Cosgrave, John P. Davidson, Henry 8S. de- Boer, 
Joseph H. Elliott, Herbert Emerson, John C. ie oo 
Lawrence U. Geraty, Edward Gordon, Leonard L. Hadley, 
John F. C. Haslam, Arthur J. Hawes, Haroid G. A. Haynes, 
Hugh G. Hobson, Gerald Holroyde, John N. Humphrey, 
Douglas’ M. Hunter, David L. Hutton,.Alick E. Knight, 
Alexander C. W. Knox, Alec. A. Lees, Kenneth T. Limbery, 
Percy C. Litchfield, Conrad Loddiges, Reginald H. Lucas, 
William McConnell, John M. Macfie, William “K. McIntyre, 
Magnus R. Mackay, Eric S. Marshall, James F. Matheson, 
Archibald U. Millar, Montagu T.’ Morgan, Reginald 8. Mors- 
head, Guy W. Parry, Montgomery P. Paton, George R. B, 
Purce, Gordon W. R. Rudkin, Walter H. Scott, Leslie H. Skene, 
Henry J. H. Symons, George L. Thornton, Robert Tindall, 
Edward C. Wallace, Hugh F. Warwick, Gwilym D. Watkins, 
D.S.0., John D. Watson, Wm. B. Watson, Liewellyn Mcl. 
Weeks, George P. White, Alan Wilson, Charles Witts. 

Lieutenant (temporary Captain) John H. Pendred. 

Lieutenant William Donald. : 

Temporary Lieutenants: Ernest H. R. Altounyan, Richard 
D. Passey. 

Quartermasters and honorary Captains: Thomas J. Tilbrook, 
Herbert E. B. Ware, John I. Murray, A.A.M.C., Richard P. 
Wheeler, A.A.M.C. 

Quartermasters and honorary Lieutenants: James E. H. 
Anderton, James Davis, Arthur E. Glass, John H. Maunder, 
James T. Starkie. 

The Military Cross has also been conferred upon one 
non-commissioned officer of the R.A.M.C. and A.A.M.C. 
respectively. : 
_The D.C.M. is bestowed upon 7 warrant and non-commis- 
sioned officers and privates of the R.A.M.C. and 2 of the 
A.A.M.C. The Meritorious Service Medal is awarded to 
53 warrant and non-commissioned officers and privates of the 
ae 8 of the A.A.M.C., and one each of the C.A.M.C. and 


oo 








* The announcement of the award of the Military Cross to this 
officer has not yet appeared in the London Gazette, but will be, 
published early this month. 
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NEW YEAR HONOURS. 


; ‘ ORDER OF THE BRITISH EMPIRE. 

In the New Year’s list of promotions in and appointments to 
the Most Excellent Order of the British Empire appear the 
following names of members of the medical profession; 


To be Knights Commanders. 

. Colonel Sir George T. Beatson, K.C.B., M.D., Chairman, 
Scottish Branch, British Red Cross Society. 
~~ James Cantlie, M.B., '.R.C.S., Member of Council and of 
Executive Committee, British Red Cross Society. 
**Walter Morley Fletcher, M.D., D.Sc., F.R.S., Secretary of 
the Medical Research Committee. 
. James Galloway, C.B., M.D., F.R.C.P., Chief Commissioner 
for Medical Services, Ministry of National Service. 

Kenneth W. Goadby, Member of War Office Committee for 
the Study of Tetanus. 

William Henry Thompson, M.D., D.Se., King’s Professor of 
Physiology, Trinity College, Dublin, Scientific Adviser to the 
Ministry of Food. 


To be Commanders. 

Lieut.-Colonel John H. Anderson, Assistant Director of 
Medical Services, Australian Imperial Force. 

Lieut.-Colonel John T. Lewtas, Commissioner for Medical 
Services, Ministry of National Service. 

Colonel Robert Dawson Rudolf, Consultant in Medicine, 
Canadian Army Medical Corps. 

Colonel J. Scott Riddell, M.V.O., Red Cross Commissioner for 
North-Eastern District of Scotland. 

Dr. Lockhart Stephens, County Director, Hampshire, British 
Red Cross and Order of St. John of Jerusalem. 

Dr. T. H. C. Stevenson, Superintendent of Statistics, General 
Register Office. 

Lieut.-Colone] David Wallace, C.M.G., Red Cross Commis- 
sioner for Eastern District of Scotland. 
. Dr. John H. Yolland, Chief of Staff of County Director, Kent, 
British Red Cross and Order of St. John of Jerusalem. 


To be Officers. 

Dr. Henry Barnes, LL.D., J.P... Honorary Secretary and 
Treasurer, Cumberland Branch, British Red Cross Society ; 
a past President of the British Medical Association. 

Major Lionel O. Betts, A.A.M.C. 

Dr. Herbert E. Cuff, Principal Medical Officer to the 
Metropolitan Asylums Board. 

Dr. ‘Thomas C. Dillon, H.M. Consul, Porto Alegre, Brazil. 

Dr. Richard H. Grimbly, Assistant County Director, Ash- 
burton Division, British Red Cross and Order of St. John of 
Jerusalem; Deputy Commissioner of St. John, Devonshire. 

Major Hugh B. Lewers, Assistant Director of Medical Services, 
Australian Imperial Forces. 

Arthur F. Ma Cuillan, F.R.C.S., Director of Ophthalmic 


Hospitals, Egypt. 


Dr, Finlay M. Mackenzie, J.P. 

Captain Edmund Distin Maddick, F.R.€.8. 

Major Thomas McKibbin, Deputy Assistant Director of 
Medical Services, New Zealand Expeditionary Force. 
Dr. Sarat K. Mullick, Honorary Secretary, 

Regiment Committee. 

Dr. George Reid, M.O.H. Staffordshire County Council. 

Dr. John Robertson, M.O.H. Birmingham. 

Dr. John Russell, Vice-President of Burslem and Tunstall 
Division, and Assistant County Director for the North Stafford- 
shire Area, British Red Cross and Order of St. John of 
Jerusalem. 

Dr. Charles Stein, Commandant and Medical Officer, Park 


Bengalee 


House Auxiliary Hospital, Shipston-on-Stour, Warwickshire. 


Lieut.-Colonel Edward N. Thornton, South African Hospital, 
Richmond Park. 

Brevet Colonel G. Sims Woodhead, V.D., R.A.M.C., Pre- 
fessor of Pathology, Cambridge, : 

Joseph Ainsworth Woods, Senior Dental Surgeon, Miirren, 
Switzerland. 
- Lieutenant-Commander Eric Worsley Gandy, R.N.V.R. 


To be Members. 
Lieut.-Colonel Harry H. Balfour, South African Hospital, 
Richmond Park. 
Licut.-Colonel William J. Bentley, Assistant Director of 
Dental Services, Canadian Forees. 


Dr. Arthur V. Davies, Assistant County Director, represent- 


ing the Order of St. John of Jerusalem, East Lancashire. 


Captain Percy T. Remington, Dental Officer, Australian 
Army Medical Corps. é 
Herbert L. Rutter, F.R.C.S., Ofticer in Charge of Wounded 
Convoys, Northumberland. 7 } 
Major Thomas L. L. Sandes, South African Hospital, Rich- 
mond Park. 
Captain Arthur F. Sutton, Senior Dental Officer, Australian 
Army Medical Corps. 
Major Walter H. 'Tofft, Australian Army Medical Corps. 
Mrs. Ella G. A. Webb, M.D.,; Lady District Superintendent, 


‘St. John Ambulance Brigade, Dublin. 


RED Cross Work. : 
Work for the Red Cross is recognized by the dignity of Dames 
of the Grand Cross conferred upon Lady Ampthill, Mrs, 
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Benyon, Lady Dawson, the Duchess of Montrose, and Viscountess 
Northcliffe, and- Dames Commanders on Mrs. Godman (Hors- 
ham), Lady Jekyll, Mrs. Locke-King (Surrey), Mrs. Ker Pryse- 
Rice (Carmarthen), and Mrs. Webster (British Women’s Hos- 
pitals). Mr. Kenderdine’s work for the Hospital for the Limb- 
less, Roehampton, is recognized by K.B.E., and Sir John 
as Red Cross work by his appointment to be Companion 
of honour. 


———— eee eee 
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Scotland. 


THe Epennart Hosten ror Liustess SalLors 
AND SOLDIERS. 
Tue Edsnhall Hostel for Limbless- Sailors and Soldiers, 
established near Kelso in June, 1915, and therefore second 
in date only to Roehampton, is about to be removed to 
Musselburgh. A house standing on a site of thirteen acres 
has been acquired, and the change will have two main 
advantages: first, that it will be possible to increase the 
accommodation to one hundred beds and the facilities for 
making artificial limbs; and, secondly, that the new situa- 
tion, being near Edinburgh, will be in many respects more 
convenient. The hospital was founded by the Countess of 
Home, the commandant is Lady Issobel Douglas Home, 
the matron in charge Mrs. George Henderson, and Dr. 
Henderson of Coldstream, a member of the committee of 
management, has voluntarily given his services. Lieut.- 








| Colonel Cathcart, R.A.M.C., has superintended the fitting 


of the artificial limbs, and will now become a member of 
the committee. The establishment of the home for limb- 
less sailors and soldiers at Erskine House, near Glasgow, 
has made it desirable to allocate different arcas to the two 
institutions. The Edenhall Hostel will in future serve for 
limbless men domiciled in the east of Scotland, while 
Erskine House will receive those from the west. In order 
to provide accommodation for oze hundred men on the 
new site considerable extensions are necessary, and these 
are already in hand. The cost of the alterations, exten- 


| sion, and equipment is estimated at £12,000, and the whole 





of this sum will be provided by the Scottish Branch of the 
British Red Cross Society, but an appeal is made for con- 
tributions to meet the general expenses, for extra comforts 
for the men, and for additional equipment. The financial 
secret: r.es and treasurers are Messrs. William Home, Cook, 
and Co., C.A., 42, Castle Street, Edinburgh. 


THe University oF Epinsurcu in 1916-17. 

The annual report for the academic year 1916-17 shows 
that the matriculated students number 1,201 men and 
686 women ; of the male students, 152 matriculated for the 
purpose of joining the Officers’ Training Corps, in addition 
to those who in the ordinary course were in attendance at 
classes. In the faculty of medicine there were 709 men 
and 240 women. Of the students of medicine, 465, or. 
nearly 50 per cent., belonged to Scotland, 144, or over 
15 per cent., to England and Wales, 30 to Ireland, and 281, 
or 29} per cent., to British Dominions, including 76 from 
India. There were also 29 from foreign countries. The 
number of graduates, officials, and students, past and 


| present, serving in H.M. Forces is now considerably over 


5,000, and more than 400 have died. Many of the depart- 
ments in the faculties of science and medicine have been 


. oceupied with work which has a direct bearing upon the 


war. It is noted that the funds transferred to the 


_ University Court by the Royal Victoria Hospital Tuber- 


culosis Trust for the foundation of the Chair of Tuber- 


Dr. Francis R. Cassidi, Officer-in-Charge, Transport of First | culosis amounted to £18,000. 


‘Line Hospitals, Derbyshire. 


Epixpurcu Royat Ivrirmary. 
During the year ending October 1st, 1917, the number of 


| in-patients admitted to the Royal Infirmary, Edinburgh, 
| was 11,181, of whom 847 (7.04 per cent.) died. Of the patients 





admitted 5,039 lived m Edinburgh and Leith, and 6,142 in 
other parts of Scotland. YThree large wards with 116 beds 
have been held constantly at the disposal of the military 
authorities for the treatment of men from the expeditionary 
forces, and daring the year 36 sailors and 663 soldiers were 
treated therein. ‘The managers have entered into agree- 
ments with the Edinburgh and East Lothian War Pensions 
Committee for the treatment of discharged sailors and 
soldiers other than those suffering from diseases for which 
special hospitals are provided, 
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Tur IncorporaTeD Society or TraINeD MASSEUSES. 
At the second annual general meeting of the Institute of 
Massage and Remedial Gymnastics, held at Manchester on 
December 7th, 1917, with Sir William Cobbett, president, 
in the chair, Sir William Milligan, chairman of the execu- 
tive council, made an important statement with regard to 
the future of the institute. Since July, 1916, negotiations 
have been in progress between representatives of the 
institute and of the Incorporated Society of Trained 
Masseuses, which now has a membership of over 4,000. 
The points of difference in the constitution of the two 
bodies were discussed, and notes were made of changes 
which the institute considered essential in the working 
policy of the society before any common ground of action 
could be reached. As the outcome of a conference a scheme 
for the reconstitution of the society was approved by both 
councils. This includes provision for the admission of 
male certificate holders to membership and representation, 
a change of title to show that the society is not confined to 
masseuses, and the setting up of local boards in order to 
decentralize the growing general work of the society. Sir 
William Milligan, on behalf of the council, urged members 
of the institute to accept amalgamation, by which both 
bodies hoped to secure what was essential in the interests of 
massage generally—namely, a uniform training, anda “ one 
portal” examination system. This course was unanimously 
agreed to by the meeting. The suggested reconstitution 
and amalgamation, if carried into effect, should enlarge 
the scope and strengthen the position of the Incorporated 
Society. We learn from the Journal of the Incorporated 
Society of Trained Masseuses that the proposals will be 
laid before the members thereof at special general meetings 
to be called early this year. 


Maternity AND Cuinp WELFARE. 

There are at present five voluntary infant welfare centres 
in operation in the Metropolitan Borough of Wandsworth, 
and a sixth will commence work this month. Steps have 
been taken to link up the work of each of these voluntary 
centres with the work of the council in connexion with 
home visiting, and in January, 1917, the council decided to 
contribute to the funds of the five centres then in operation 
to the extent of 25 per cent. of their annual expenditure on 
condition that the total contribution of the council did not 
exceed £250 in any one year (that is, 25 per cent. of a gross 
annual expenditure of £1,000 in the borough). In March, 
1917, the council decided to enter into arrangements with 
the various nursing associations in the borough for their 
nurses to attend cases of measles when requested by the 
medical officer of health, and payment is made to the 
associations at the rate of eightpence a visit. In May, 
1917, this work was extended to include cases of oph- 
thalmia neonatorum. In July, 1917, the council resolved 
to enter into an arrangement to pay for the services of 
medical practitioners when called in by registered cer- 
tified midwives in cases of emergency amongst necessitous 
women, and the following is the scale of fees paid for such 
services : 

1. For all cases necessitating operative assistance or 


exhibiting special difficulties, and subsequent £ s. d. 

visits for next ten days ... ios oi wee 6 O 
2. For attendances in cases without operative assist- 

ance and subsequent visits for next ten days i-1, © 
3. For attendance for administration of an an- 

aesthetic a ase os sis ee ae ee 
4. For any visit not covered by Nos. 1, 2, and 3 

Between 8 a.m. and 8 p.m. 0'<3 46 

Between 8 p.m. and 8 a.m. 0 7 6 








Canada. 


Toe Hawirax Exposition. 
Tue number of deaths in the Halifax tragedy is now given 
officially as 1,226. It is probable, of course, that other 
deaths will occur as the result of exposure; the explosion 
and consequent fire were followed by an icy blizzard with 
terrific wind, heavy snowfall, and rain, culminating in zero 
weather, all of which made it often impossible to continue 
the work of rescue. Almost every pane of glass in Halifax 
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was smashed by the explosion, and numbers of people 
sustained injury through the bits of glass that were sent 
flying in all directions. It is stated that from two to five 
hundred persons have been partially or totally blinded 
Among the buildings destroyed were the Rockhead Military 
Hospital, situated on the picr, and the infectious diseases 
hospital, from both of which, however, the patients 
escaped ; also the Home for the Deaf, and the Protestant 
Orphanage, where a number of children were killed. The 
loss of property, of course, is very great, and it is esti. 
maated that from twenty-five to thirty million dollars at 
least will be required to provide for the homeless and to 
rehabilitate the destroyed area. The presence in the city 
at the time of the explosion of a number of military units 
facilitated the maintenance of order, and command of the 
relief work was taken by Lieut.-Colonel McKelvie Bell 
C.A.M.C. It was fortunate also that the Camp Hill Hos. 
pital had just been completed, and could be used to accom. 
modate some of the wounded. Upon receipt of the news 
of the explosion a number of doctors went at once to the 
scene of the disaster. A medical unit sent from Boston, 
Massachusetts, was of the greatest service. 





ESTABLISHMENT OF Minitary Hosprirats, 

A number of military hospitals are in process of con- 
struction by the Military Hospitals Commission. One ig 
now being built on a site adjacent to the Macdonald 
College at Ste. Anne de Bellevue, about twenty miles from 
Montreal. Macdonald College comprises a School of 
Agriculture, a School of Domestic Science, and the 
Protestant School for Teachers of the Province of Quebec, 
so that it offers excellent facilities for vocational education. 
The new hospital will be beautifully situated on the banks 
of the Ottawa River, near its junction with the St. Law- 
rence. Plans have also been prepared for a hospital. of 
1,000 beds at High Park, Toronto, on the plan of the 
Ontario Hospital at Orpington. Other hospitals ave being 
built at Kingston and London, Ontario, and one was 
recently opened at Moose Jaw, Saskatchewan. 

In connexion with the work of the Military Orthopaedic 
Hospital at Toronto, which is the centre of this work in 
Canada, research is being conducted at Hart House, 
Toronto, into devices for the treatment of cases of 
functional loss or impairment, and arrangements are 
being made for standardized equipment, which will be 
installed in each of the military convalescent hospitals. 
Each case is treated individually and, when necessary, 
a. special appliance is adapted or made to suit the require- 
ments of that particular case. A device is attached to 
each appliance to register the progress made by the 
patient from day to day, an arrangement which has been 
found to be of great benefit to the patient, as it encourages 
lim to make every effort to improve. A survey of all the 
convalescent hospitals established by the Military Hos- 
pitals Commission was recently made by Major Tait 
McKenzie for purposes of co-ordination and standardization 
of methods. 
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Correspondence, 


A WHOLE-TIME SALARIED MEDICAL SERVICE, 

Sir,—There is one point of view, difficult to express, 
which many must see more or less clearly, which seems to 
me the most essential problem to be considered when a 
whole-time medical service is under discussion, and that is 








the ability or inability of the medical man to give a correct ~ 


and definite opinion to any given patient. 

It is one thing to be a free man taking no further 
responsibility towards one’s patients than saying, “ That is 
my best advice and you can follow it or else consult some- 
one else,” and it is another thing to say, “That is my 
advice and I expect you to be guided by it.” When we 
consider seriously the mistakes we have made, and those 
we have observed made by better men than ourselves, are 
we really prepared to say that medical science is suffi- 
ciently exact in practice to be put into a general State 
system ? 

It is normal for the newly qualified to feel pretty con- 
fident; it is more or less natural that the public health 
service should make rather light of the responsibility of 
taking over such things as the treatment of tuberculosis ; 
and no doubt private practitioners and members of 
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voluntary hospital staffs manage to keep a full share 
of confidence in themselves, but they certainly learn, 
year by year, that the practice of medicine is a very 
responsible calling; and I believe those most. capable of 
giving a sound opinion are those least inclined to, shoulder 
the responsibility of being placed in a position in which 
the advice might be given to a patient who did not seek it, 
or at any rate had no choice of the doctor who should give 
it; and further, more important still, the situation might 
be very difficult if the patient declined to follow out the 
advice. But to repeat my main contention, is there any 
member of the profession capable of giving definite advice 
on individual cases, which advice the State is . justified 
in expecting the patient to adopt? Ifa man chooses his 
panel doctor, if he chooses his private practitioner, if 
[ chooses his hospital, or his hospital consultant, he 
has come more than half way towards taking his (the 

atient’s) share of the responsibility; but can he choose 
a salaried officer? Or could he choose to choose no officer 
at all ? 

The position of a medical referee is often very doubtful ; 
the society may be asking questions which no medical 
man can answer; and it is we ourselves who have the 
necessary expert knowledge to know our limitations, and 
it is our duty to have the courage to state them. 

There are many attractions about a whole-time salaried 
post under the State; many men holding temporary com- 
missions are hoping for such a service when we demobilize, 
but except in special departments I wish to suggest that 
ordinary civil practice will not easily be carried out under 
a system comparable to that of the army. It is right for 
a man to hold views on certain points so strongly that he 
will decline to treat people who will not carry out his 
directions. But is he justified in forcing his views on 
patients who may not individually have chosen him ?— 
iam, etce., 


, a | TEMPORARY COMMISSION, 





THE MINISTRY OF NATIONAL SERVICE. 


Sir,—The letter of “X” does not seem to have evoked 
the interest in medical circles which one would have ex- 
pected. Let us hope that the letter of “Y” will be more 
successful. Presumably appreciation of the magnitude of 
the issues involved in the setting up of the Ministry of 
National Service has not yet percolated through a pro- 
fession the members of which have many absorbing 
duties. 

With the idealism of “X” Iam not concerned, nor with 
the pessimism of “ Y” with regard to the political wisdom 
of the British Medical Association. But “ Y” at all events 
has recognized the potentialities of the new Ministry after 
the war. Will the Ministry continue to make use of 
voluntary assistance from the statutory professional com- 
mittees, or will the force of circumstances compel the 
absorption of these bodies into the machinery of a 
Government department ? 

The information obtainable by the statutory committees 
is essential to the Ministry. This information is being 
gathered for the medical profession by the medical pro- 
fession at the cost of its own bodies. It is conceivable 
that presently difference of opinion may arise between the 
Ministry and the committees with regard to the nature, 
form of record, or use of the information acquired. Dis- 
cussions on such differences of opinion will not lead to 
efficiency. f 
— In my opinion the time has arrived when the whole of the 
work of the statutory professional committees should be 
transferred to the Ministry of National Service. Where 
possible, use should be made of the Local Medical War 
Committees in connexion with the department. But in 
cases where any difficulty arises in maintaining connexion 
between the Ministry of National Service and the local 
profession in each ‘area as represented by the local com- 
mittees, the Ministry can avail itself of the machinery of 
which it already has a nucleus in the shape of its deputy 
commissioners. 

The transference to a Government department of a piece 
of work which has been due purely to voluntary effort is 
probably a difficult matter. But for the sake of ultimate 
efticiency it should be andertaken forthwith.—I am, etc., 


January 6th. 


CORRESPONDENCE. 
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THE TREATMENT OF TRAUMATIC 
PARAPLEGIA, 

Sir,—In answer to Colonel Percy Sargent’s criticisms on 
my article on this subject may I say that I am sorry if I 
did not make my meaning clear—that it is only for cases 
clearly incurable that I raised the question of an attempt 
being made to establish conductivity between the upper 
and lower segments of the divided spinal cord ? 

Quite a number of cases of spinal injury are now being 
operated on at the front, a short time after the wound has 
been inflicted, when it is readily ascertainable whether 
there is complete division of the cord, and therefore if the 
patient is likely to remain paraplegic, should -he recover 
from the primary injury and the accompanying bladder 
trouble. 

In later cases, if complete paraplegia has existed for 
some months after injury without any signs of returning 
functions, this would, I consider, prove that the cord had 
been divided or permanently injured, and that the para- 
plegia would persist with its attendant distressing sym- 
ptoms and dangers asscciated with paralysis of the bladder 
and rectum. In only such hopeless cases do I advocate 
an attempt being made to bring about relief by trying to 
establish continuity of the conducting tracks. 

The ideal operation would be to bring together the 

divided ends of the spinal cord; but this could only be 
done by shortening the spine, as the cord cannot be 
stretched to make the ends meet. 
_ Waller taught many years ago that the axis cylinder 
is a branch of a nerve cell which grows towards the 
periphery, and Howell and Huber, twenty-five years ago, 
arrived at the conclusion that although the peripheral 
structures are active in preparing the scaffolding; the axis 
cylinder is the essential portion of a nerve fibre, which has 
an exclusively central origin. 

I am quite aware that the peripheral nerves differ from 
the medullated fibres of the spinal cord in not possessing 
a neurilemma sheath, and that Purves Stewart, Ballance, 
and Bethe advanced the view that new nerve fibres have 
a peripheral origin; but other eminent observers, such as 
Langley, Anderson, and S, Ramon y Cajal have defended 
the older Wallerian doctrine. 

It is on the Wallerian view that it would seem to me 
possible that the axis cylinders may project processes 
through a small sector of living cord introduced between 
the two ends of the divided cord. 

About the success of my case of transplanted spinal 
cord into the gap in a median nerve of a man there can 
be no question, for the case was followed up for years, was 
a complete success in every respect, and was seen by many 
medical men. I explained his case on the Wallerian 
theory, rightly or wrongly. 

The man subsequently earned his living for some years 
as a platelayer on the North-Eastern Railway, and was 
ultimately killed on the line while on duty; unfortunately 
I did not hear of his death for a week, and then it was too 
late to try to obtain permission to examine the nerve that 
had been operated on.—I am, etc., . 


London, S.W., Jan. 8th. A. W. Mayo-Rorson, 





FLIES IN WINTER, 

Sir,—The following observation appears to be contrary 
to the views of Captain McDonnell. 

I have a small ancient week-end cottage in the country. 
During October, November, and the first two and a half 
weeks of December, 1917, it was shut up. Severe frosts 
had occurred during this time, and the cottage is a cold 
one. We paid a short visit on December 19th; fires had 
been lighted the day before. About 8 p.m. my wife went 
up to the children’s room, and on moving the curtains over 
an old deep-set window found black masses of semi-torpid 
flies clustered closely together. I crushed a large number, 
probably several hundred, but left one black mass of 
nearly a hundred flies untouched; and a number of dis- 
turbed flies crawling about, as I thought it would be 
cleaner and more complete to kill them with formalin next 
morning. I got the formalin at mid-day, but on moving 
the covering curtains found all the flies had gone, and their 
new resting place could not be found. These flies had 
therefore withstood severe frost and two and a half months 








i 1 British MepiIcaL JOURNAL. January 5th. p. 26. 























| 
i 
} 
| 
/ 





Tur homed ] 
MerpicaL JouRNAL 


70 


_ 


in a house to which no food had bean brought, and were 
still capable of moving off when disturbed, so it is rational 
to. suppose that they could have existed throughout the 
winter...—!I am, cic., 
A. WixkeLriep Wittiams, M.B., C.M., D.P.H. 
* Brighton, Jan. 8th. . 
> BaD. tat i 


MENTAL EXERTION. AND THE PROTEIN 
: RATION. 

Srr,—It won't do. It will not do at all to trust that the 
protein will take cave of itself if only we give or take 
sufficient calories. ‘The cases | have published show that 
® man may consume enough catorics to keep him in 
physical health. and ample weight, and yet bis mental 
health may suffer from lack of protein. And the-experi- 
ments of Atwater and Benedict won't do either. They 
found, you say, that the intensity of metabolism is not 
affected by mental work. This denies what I did not 
assert. I do not say that the intensity of the general 
metabolism is affected by mental work; but if, as we most 
of us think, the amount of mental activity is a measure of 
the activity of the brain, the metabolism of the brain 
must a priori be increased during mental activity. All 
that Atwater and Benedict’s experiments show is that 
they did not find evidence of increased metabolism 
of the brain. But if, as I contend, the working meta- 
bolism of the brain is mainly a protcin metabolism, 
were they likely to find an increase in it? Protein is not; 


as the carbohydrates are, stored in the body until wanted, . 


and its products cxcreted in proportion to the activity of 
the body. Any excess of protein intake beyond what is 
needed for the service of the body is reduced to urea and 
excreted ‘at once, along with the urea reduced from the 
protein that has been utilized, The amount of CO, that is 
excreted is a measure of the sugar that has been used. 
Tho amount of urea that is excreted is a measure of the 
protein that has been absorbed; and what proportion of 
tlre absorbed protcin has been used we liave no means of 
knowing. It is customary to assume that the activity of 
the brain may ke measured ‘by tlc aiount of phosphates 
excreted, Lut this is a pure assumption, and rests on no 
evilence that I know cf. It was madein Germany. 

It wou!d seem that the only way to determine whether 
the protein excretion is increased by brain activity would 
be to stop the intake of protein and compare the excretion 
of urea during a period cf mental activity with the ex- 
crction during a period of mental rest; but the stoppage 
of the protein intake would so disturb’ the conditions that 
the result would not be trustwortliv. a 

We are here reduced to speculation, and must speculate 
as best we can on the basic fact that a-certain minimum 
amount of protein, over and above the amount necessary 
to preserve the physical health, is necessary to the 
minimum of normal mental exertion. This is proved 
by my published cases. I submit that it is reasonable and 
safe to suppose that more mental cxertion means the 
using up of more protein, and that better inental work will 
be done on a liberal ration of protein than on a bare 
minimum. I do not wish to Convey the notion that a 
dullard can be converted into a genius by stuffing him 
with meat, but I have a strong opinion, based on my own 
experience, that the dullard will be less dull on a liberal 

rotein ration than ona scanty one, I think it probable, 
also, that tlie genius will be nearer the top of his form 
in the same circumstances, but as to this‘I have no 
personal experience. 

Finally, Sir, let me repudiate the aspersion that I have 
any quarrel either with you, or with the Food Controller, 
or with any one. My record is surely sufficient evidence 
of a nature almost morbidly averse to quarrelling.— 
I am, etc., 


Parkstone, Dorset, Jan..7th. Cus, MERCIER. 


** Dy. Mercier says he has no quarrel with us, and we 
have certainly no quarrel with him. We did not quote 
the experiments of Atwater and his colleagues as evidence 
that the metabolism of the brain was not increased by 
mental activity but as evidence that the magnitude of any 
change, whether in terms of energy or of protein, was not 
such as need be brought into account when the question 
is one of rationing. Dr. Mercier may be quite right in 
thinking that more protein is needed by a man engaged 
in mental work than by the same man physically fit 
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although mentally inactive ; but the interval between the 
minimum amount of protein necessary for physical health 
(less than 40 grams according to Rubner and Thomas) and 
the amount provided by a war diet which also yields the 
needful energy, is so great that we still hold, pace Dr 
Mercier, that calories will do, if we can get them; but 
with the material now before them readers will be able to 
form their own judgement. 
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THE SANATORIUM TREATMENT OF 
TUBERCULOSIS. 

Sir,—Your leading article of December 8th, 1917, clearly 
emphasizes the failure of sanatorium treatment for tuber- 
culosis as a whole, and one cannot emphasize too strongly 
that the treatment of such cases very much resolves itentt 
into one of environment. 

Many of the sanatoriums have done good work in 
arresting the disease, and it is equally true that too many 
of the sanatoriums are little better than boarding houses 
—thus the treatment is not what it should be. It is 
comparatively easy to forecast a cure or arrest of tho 
disease in the haemorrhagic type, but in the catarrhal 
forms the outlook is very ditferent, and to obtain ameliora- 
tion of the symptoms a differentiation has to be made and 
a distinct line of treatment enforced ; this, I believe, is not 
systematically carried out in many of the so-called sana- 
toriums, so, from a public point of view, failures arise. 

The treatment and experience of Breluner and Walther 
are frequently traded upon, and too little adopted in their 
true and practical aspects. Brehmer not only selected a 
proper site for his sanatorium, but he lived the lite of hig 
yatients; he not only understood his cases, but enforced 
his treatment; even then disappointments occurred, and 
plainly due to “ environment ’’—nanicly, the return to old 
associations and a Icsse1.e4 resistance. 

Possibly the effect of exposure to strong “ rainy winds,” 
as Dr. Gordon says, has its influence, and no doubt he 
writes with knowledgeéOf theconditions in his own district. 
T write with some experience, and I agree with him in 
‘aving sanatoriums are valuable when properly situated 
aud skilfully handled; for this purpose there must be a dry 
subsoil, moderate rainfall, no dust or fog, but sunshine and 
protection from wind.—I am, etc., 


Bournemouth, Dec. 13th, 1917. A. Kinsey-Morean, 





MEDICAL STUDENTS IN AND OUT OF THE 
, RANKS. ers 

_ Sir,—May I call attention again to the injustice which 
is being doue to some of those medical students who, in 
1914, sacrificed their future to the need of their countiy ? 
I refer to those students who, in their first and second 
year, responded at once to the urgent call (how urgent 
secius to have been forgotten) of those dark days. A 
cynical Government now says, “Fools! why did you not 
wait until you had passed your second professional 
examination? Because you were over-hasty, you must 
give way to those who, with much greater sense, looked 
before they leaped. Besides, if you had been more careful 
you need not have come at all.” Others, more loftily, 
say, “Be content! look at the great satisfaction your 
noble patriotism will bring to you in after-life.” Which, 
of course, is quite true. Pure. patriotism is, without 
doubt, an excellent thing, and carries with it a noble and 
pure reward, even if it lands you in the workhouse. It 
would appear, however, that the reward is much more 
tangible if your patriotism is seasoned with a little self- 
interest. 

~ My son, who was within six months of passing his 
second professional when he joined the army in 1914, is 
now told that, had he been a little less hasty in the exer- 
cise of his patriotic instincts, he would now have been 
free to return to his medical studies. As it is, he has 
suffered the horrors of Gallipoli and Mesopotamia, only to 
find that his claims are disregarded in favour of those who 
chose to “wait and see,” and now -find themselves 
rewarded by the gift of both .the substance and the 
shadow by a grateful country. fs the army in such 
need of men that this injustice to these brave men is to 
continue? Surely not !—I aw, etc., 

January 6th. Jo Ar Me 
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THE BELGIAN DOCTORS’ AND PHARMACISTS’ 
RELIEF FUND. 

Tue second appeal for subscriptions to this fund was pub- 
lished in the Brirish Mepican Journat on December 29th. 
The fund is now so Jow that unless liberal support is 
shortly obtained it will be necessary very largely to 
diminish if not altogether to suspend the monthly contri- 
butions which were kept up regularly throughout last 
The following subscriptions have been received up 





ear. 

to the end of last week: 

£e.d.! £ a. d. 
Dr. Herbert Spencer 25 0 O: Dr. S. M. Salaman 160 
My. J.B Lawford... . 5 O OO: Dr. C. D. Muspratt coe) Se 
Mr. W. C. Bull -... « 1910 0. Dr. F..W. Collinson we, S758 
Dr. Middleton « 5 5 O. Dr. BH. RussellAndrews... 5 5 0 
Dr. George Hubter a 1 1 0: Dr. F. EF. Batten ... << 2 One 
Dr. A. E. Nicholls... ~« 2 2-0] Dr. BP. J. Baildon... 3. 2 
Pr. Lawrenee Franklin... i910 0 Dr. D. R. Moir ° ks G@ 
My. J. Elliot Square 5 0 0; Mr. T. Jenner Verra!! 2° 2 6 
Dr. J. B. Hurry © 1 1 O/} Miss Price ... aes co! 2 Gee 
Mr. F Neal... 010°0° My Frederic Durhain ... 2 2 0 
Dr. J. W. Carr 5 0 O: Dr. R. Hingston Pex 110 
Dr. Alfred Cox... 2 2 0:'Dr D. Fogarty ..... E276 
Sir StClair Thom-on 30910 O| Dr. W.B. Russell... ccot, OEE et 
Dy. John Matthews 3010 O Professor T.K Monro... 5 5 0 
* Anonymous ”’ 5 0 0: PerSirRickmanJ.Godke 310 0 


. The treasurer also desires. to acknowledge the receipt of 
“£8 14s. 10d. from the Pharmacy Board of New Zealand, 
_received through Mr. C. W. Nielsen, the Registrar. 

Subscriptions-to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, 8.W.1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 
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“ DEPUTY DIRECTOR-GENERAL A.M.5. 
COLONEL 'l’. H. J. ©. GooDWIN, C.M.G., D.S.O., who has been 
representing the British Army,Medical Service in America, has 
been appointed Deputy Director-General, Army Medical Ser- 
vice, on the retirement of Surgeon-General Sir M. W. Russell, 
K.C.M.G., C.B. Colonel Goodwin's place in America will, we 
understand,: be taken by Colonel C. K. Morgan, €.M.G., who 
has been serving on Sir Arthur Sloggett’s staff in France. 


AUXILIARY R.A.M.C. FUNDS. 
At the conclusion of the first complete year of the existence of 
the Auxiliary R.A.M.C. Funds it is thought that all officers of 
the Auxiliary Forces will be interested to hcar something of the 
measure of success which has been attained in promoting the 
objects for which the funds were established. 

Initiated by the Director-General, Surgeon-General Sir Alfred 
Keogh, G.C.B., in June, 1916, the idea soon began to take shape, 
and a committee was formed in August which undertook the 
management of the funds subject to the approval of the annual 
general meeting. 

‘Cireulars were sent out to all officers, and subscriptions 
invited first from officers of the auxiliary forces for the benevo- 
lent branch for the assistance of orphans of deceased officers 
who may have left their families in difficult circumstances, 
with a view to obtaining for the children a better education 
than would have otherwise been possible; and secondly from 
canteen and recreation funds for the relief branch for the 
immediate needs of widows and orphans of soldiers of the corps 
of the new. armies who have lost their lives during the war. All 
moneys received have been kept separately in the two bri n ches, 
the accounts being kept quite distinct. 

As regards the benevolent branch, it was decided that in all 
cases assistance should be made by grants annually,such grants 
being renewable as circumstances required, but being always 
reviewed by each genera! annual meeting. The committee has 
been authorized to deal with urgent cases as they arise during 
the year by making small grants in advance subject to the 
approval of the next annual meeting, and also with the 
administration of the relief branch. 

-The first annual general meeting was held on October 26th, 
and grants made from the benevolent branch as follows: 


3 orphans of an officer with temporary commission ... £39 
2 a ‘ o oe Pe £20 
2 a a eg a ae £40 
2 + és x “i a aa 
4 a se R.AMLC. Territorial Forces ... $3) 


2 ee és a ‘ee . £25 

Cases which have been reported since the mecting have been 
dealt with by the committee under the powers delegated to 
them, and no doubt others will arise as the existence and 
objects of the funds become better known. 

Sir Alfred Keogh has continued to take a great interest in the 
fund, and in September last addressed a personal letter to all 
Directors of Medical Services at home and abroad inviting 
their co-operation. As a result the number of annual sub- 
scribers has greatly increased, and the total at present exceeds 
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1,200, and a considerable amount of money has beer invested 
in War Loan and National War Bonds to make provision for 
future calls. The success and future development of tlie 
charity may, therefore, now be considered to be assured, pro: 
vided that the corresponding annua! subscriptionsare continued, 
which there is no reason to doubt. 

In the earlier days there seems to have been some misunders 
standing as to the objects of the funds, and some officers 
appeared to think that they were in some way undertaking 
duties which should be met from public sources. Grants from 
these funds in no way take the place of any pension, compas- 
sionate allowance, or gratuities to which the families of 
deceased officers or warrant or non-commissioned officers or 
men may be entitled under the Royal Warrant for Pay, ete. 
The funds are a charity pure and simple, and registered under 
the War Charities Act, 1916, and grants are made solely in aid 
of orphans (and widows and orphans in the relief branch), and 
are allotted according to the circumstances of each individual 
case after taking into consideration the total income of the 
a including any pension, ete., of which they may be 
in receipt. ‘ 

Colonel W. Hale White, R.A.M.C.T., has kindly undertaken 
the duties of Honorary Secretary, and the office will shortly be 
moved to 11, Chandos Street, Cavendish Square, S.W.1. After 
pe end 3lst all communications should be sent to ~ that 
address. ' 


IXCHANGE. 


.MEDICAL OFFICER in charge (H.D.) Squadron R.F.C., Norfolk, wishes 


exchange with Medical Officer in charge barge in Flauders.—Address 
No, 200, BRITISH ‘MEDICAL JOURNAL Office, 429, Strand, W.C. 
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Obituary. 


Dr. Epwarp SErceant, consulting M.O.H. Lancashire, 
sends a personal ‘appreciation of the late Dr. Thomas 
Fisher, whose death was announced in the Journan of 
December 29th : a : ' 

For a period of five years (Dr. Sergeant writes) Dr. Fisher 
was a fellow student of mine at St. Thomas’s Hospital, and 
during the time I held the position of house-surgeon he was one 


a 





‘of my best dressers. He held the position of M.O.H, to the Gar- 


stang Rural District Council for thirty-five years, and as county 
medicat officer of health I frequently visited his district and 
can speak in the highest terms of his worth and the valuable 
assistance I received from him on matters relating to public 
health. Special mention may be made of his help in the 
formation of a large small-pox hospital area for the. districts 


‘comprised within the Fylde, Preston, and Garstang Unions. 


He also rendered great assistance in matters relating to the 
occurrence of tuberculosis and in respect of a local outbreak - of 
poliomyelitis, more recently also in anthrax. Notwithstanding 
the heavy pressure of the work. of his profession, Dr. Fisher 


‘took the greatest interest in agriculture and was personally a 


large landowner and practical farmer. Dr. Fisher’s’ unex- 
pected death came as a great shock and deep grief to a very 
wide circle of friends in this county, many of whom, for a pro- 
longed period, had been accustomed to regard him asa dear 
fricnd and trusted medical adviser. 


We regret to record the death of Dr. Jonny Porson 
which took place towards the end of last August at New- 
land, Cape Pensinsula. The son of Dr. James. Polson, he 
was born in April, 1837, in Aberdeenshire, and graduated 
M.D. at Aberdeen University in 1859. For sixteen years 
he practised in a Forfarshire village, but on account of his 
wife’s health he left for South Africa in 1879. He was a 
most popular and successful practitioner in Reddersberg, 
having a large practice among the Dutch farmers. At the 
time of the Boer war he retived from work and after 
visiting the old country he made his home im the Colony. 
Whetker in Scotland or in the Free State his geniality and 
fine character made him beloved and respected by all who 
knew him. 


Masor P. D. Srecarpr, of the Clinique of Industrial 
Discases in Milan, died in hospital in Pavia on December 
22nd, 1917, as the result of a small abrasion of the skin 
which became infected while injecting spirochacte virus. 
He had made ictero-haemorrhagic spirochactosis among the 
Italian troops his special study, and had carried out many 
researches. When Porto Rico was annexed by the United 
States of America, Siccardi was at the time waging a 
successful campaign against ankylostomiasis in that 
country. Ile was a frequent contributor to the subject of 
occupational diseases and to the solution of public health 
problems, A hard worker and a careful observer, his 
death is a great loss not only to Jtaly but to social and 
preventive medicine generally. In the Milan clinic Major 
Siccardi was for a considerable period closely associated 
with Professor Devoto, to whom he acted as assistant, 
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Medical Netus. 

“THE Minister of Pensions has appointed Sir John Collie, 
C.M.G., to be Director of Medical Services for the Ministry 
of Pensions, 

PROFESSOR TUFFIER, of Paris, has been promoted to the 
rank of Commander of the Legion of Honour in recognition 
of his eminent services as consulting surgeon to the French 
armies. 

AT the meeting of the Royal Microscopical Society at 
8 p.m. on Wednesday next, Mr. E. Heron-Allen will deliver 
his presidential address on the society during the great 
war and after. 

A MEETING of the Tuberculosis Society will be held on 
Monday, January 21st, at 8 p.m., at the Royal Society of 
Medicine, 1, Wimpole Street, W., when a discussion on 
farm colonies in the treatment of tuberculosis will be 
opened by Sir Robert Philip, Dr. T. Dyke Acland, Dr. Noel 
Bardswell, and Dr. A. H. Macpherson. 

As Padua has recently been the objective of Austrian 
air raiders, the rectorate and Academic Council of the 
famous university have been by official decree transferred 
temporarily to Pisa. The same decree authorized the 
Minister of Education to allow professors of Padua to 
lecture in other universities and superior institutions. 

_A COURSE of public lectures on some biological problems 
of to-day will be given at University College, London, 
during January, February, and March. The first lecture, 
on the problem of food, will be given by Professor W. M. 
Bayliss, F.R.S., on Monday, January 21st; the second, on 
war bread and its constituents, by Professor F. G. Hopkins, 
¥.R.S., on January 28th; the third, on accessory food 
factors (vitamines) in war dicts, by Miss E. Margaret 
Hume, of the Lister Institute, on February 4th; and the 
fourth, on alcoholic and other beverages, by Professor 
Cushny, on February llth. All the lectures will be given 
at 4 p.m., and are open free to the public. 

AT the last session of the General Medical Council a 
report was received from the Public Health Committee 
recommending certain modifications in the resolutions and 
rules regarding diplomas in public health, with a view to 
recognition of laboratory experience by medical officers 
serving with a British Expeditionary l'orce. The recom- 
mendation, which was printed in the SUPPLEMENT of 
December 8th, 1917, p. 113, was adopted by the Council. 
This has necessitated a revision of the existing resolutions 
and rules, and we are asked to state that a new edition 
has accordingly been prepared containing the additional 
provisions Which will hold good for the duration of the 
war. 

Dr. FILOMENA CORVINI, who has been working as a 
medical officer, with the rank of lieutenant, at the Italian 
front, recently returned to Cheti, her native town, where 
she had an enthusiastic welcome. She was afterwards 
received in private audience by the Queen of Italy, who 
expressed keen interest in her work. Other Italian 
women doctors are taking their share in war work. 
Dr. Elena Fambri, of Venice, has attended the wounded in 
the advanced line, while Dr. Serena De Paoli, who re- 
mained at her post in the Children’s Department of the 
Civil Hospital at Venice, suddenly found herself in the zone 
of military operations and at once took up the duties created 
by the new situation. 

THE lecture arrangements of the Royal College of 
Surgeons of England for February are as follows: On 
February 6th, on the surgical treatment of neuragia, by 
Mr. Jonathan Hutchinson ; on February 8th, on the treat- 
ment of war injuries of the jaw and face, by Mr. Percival 
P. Cole; on February 11th, on the diagnosis and treatment 
of syphilis of the central nervous system, by Dr. Hildred 
Carlill; on February 13th and 15th, on the Quaderni 
d’Anatomia by Leonardo da Vinci, by Professor William 
Wright ; on February 18th, on the structure of the English 
skull, by Mr. F. G. Parsons; on February 20th and 22nd, 
on projectile fracture of limb bones, by Mr. E. K. Martin; 
and on February 25th, on the pathological aspect of certain 
war injuries of the eye, by Colonel W. T. Lister, C.M.G. 
Professor Keith will resume on January 14th his course 
of lectures on the anatomical and physiological principles 
underlying the treatment of injuries to muscles, joints, and 
bones, All the lectures are given-at 5 p.m. 

AN artificial limb manual training centre at the Boule- 
vard, Balham, was opened by Mr. Samuel Samuel, M.P., 
on January 8th. It has been established as a piece of war 
philanthropy by the local traders’ association. . It is to 
receive and instruct men who have been newly fitted with 
artificial limbs at Rochampton and elsewhere. The men, 
under the guidance cf competent instructors, are first to 


Bri . 
72 eee eo. J 





LETTERS, NOTES, 





AND ANSWERS. 





= —— - ————a = ees 





be put through some elementary training in the use of ~ 


their new limbs ;, afterwards ‘they are to, be passed on to* 
more delicate and complicated movements, and ultimately, | 
it is hoped, to the use of tools appertaining to various trades 
before being drafted to technical centres for expert in-° 
struction in special handicrafts. The centre consists of 
three large rooms fitted with benches and with various : 
appliances for exercising arm and leg movements. It was 
stated that many men, after discharge from convalescent 
homes, grow discouraged by their inability to use their — 
artificial limbs to full advantage, and sometimes even’ 
discard them. Daily classes of free instruction will, it is 
hoped, quickly make them proficient, ’ 
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Letters, Notes, and Ansluers. 


Avtnons desiring reprints of their articles published in the Bnritisit 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof, 


The telegraphic addresses of the Bnririst MEDICAL ASSOCIATION 
and JOURNAL are: 
1, EDITOR of the British MEDICAL JounNnat, iti 
Westrand, London ; telephone, 2631, Gerrard. ane 
2. FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate, Westrand, London; telephone 
2630, Gerrard. : 
_3. MEDICAL SECRETARY, Medisecra, Westrand, London; 
telephone, 2634, Gerrard. The address of the Mish Office of the 
British Medical Association is 16, South Frederick Street, Dublin. 
The addyess of the Central Medical War Committee for England 
and Wales is 429, Strand, London, W.C.2; that of the Reference 
Cominittee of the Royal Colleges in London is the Examination 
Hall, 8, Queen Square, Bloomsbury, W.C.1; and that of the Scottish 
Medical Service Emergency Committee is Royal College of 
Physicians, Edinburgh. 


b=” Queries, answers, and communications relating to subjects 
to which special departments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


ANSWERS. 


‘“*PERPLEXED,”’ who desires to hear of a home for an epileptic 
man, aged 36, is recommended to communicate with the 
secretary (Mr. Penn Gaskell), National Association for 
Epileptics (Chalfont Colony), Denison House, Vauxhall 
Bridge Road, 8.W.1. 


LETTERS, NOTES, ETC, 


CIVIL SURGEONS IN MILITARY HOspPITALs. 

COLONIAL writes: ‘*C. 8S.” in his letter in the JourNAL of 
January 5th, p. 40, calls attention to a very important matter 
and one which is worthy of the attention of the Association. 
In the Boer war civil surgeons on military service were 
allowed to wear a distinctive uniform. In the present war 
no such privilege has been accorded to them, nor the right of 
wearing any distinguishing badge showing that they are’ 
doing war work. Civil surgeons engaged as whole-time 
medical officers in military hospitals, doing orderly duty, etc., ° 
ought to be granted permission to wear uniform with a 
distinctive badge. They do not ask for commissioned rank, 
but it is right that as medical officers in military hospitals 
they should wear uniform to show their position, and take 
their proper standing with their colleagues who hold 
commissioned rank. 


THE WHITE BREAD CURE. 

THE habitual use of white bread is comparatively a novelty 
even in France. Avenel,’ than whom there is no better 
authority on such matters, quotes an entry from a house- 
holder’s account book in 1765, showing that he advanced to # 
maid in his employment 1.65 francs for ‘‘a purge and some | 
white bread.’’ As the servant’s wages for the year were 
probably less than 80 francs, this was a considerable sum to 
her. White bread, Avenel explains, was then looked upon as 
a remedy. 








SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 
BRITISH MEDICAL JOURNAL. 


Seven lines and under ase eve one 

Each additional lino dis er ove 

Whole single column ane Pry 

Whcele page ... ace aoe aus eee 
An average line contains six words. 

All remittances by Post Office Orders must be made payable ta 
the British Medical Association at the General Post Office, London. 
No responsibility will be accepted for any such remittance not so 
safeguarded. 

Advertisements should be delivered, addressed to the Manager, 
429,Strand, London, not later than the first poston Wednesday morning 
preceding publication, and, if not paid for-at the time, should be 
accompanied by a reference. 

Nortr,—It is against the rules of the Post Office to receive poste 
restante letters addressed either in initials or numbers. 
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